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Abstract
Peasant, Courtney Janae. Ph.D. The University of Memphis. August 2014.
Configurations of sexual risk: A person-centered approach. Major Professors: Dr. James
G. Murphy and Dr. Gilbert R. Parra.
Young people account for 50% of new cases of sexually transmitted infections, but they
continue to use condoms inconsistently. Theoretically, intentions determine behavior.
However, research suggests that there is an intentions-condom use gap. This study
attempted to examine how interrelations among factors influence the intentions-condom
use association. A diverse sample of young adults (N = 337, 74.70% female) completed
online baseline and one-month follow-up surveys. Latent class mixture modeling
revealed four classes of sexual risk with a casual partner: high-risk (29.60%), low-risk
(40.19%), sexual assault (17.13%), and assertive (13.08%) classes. Analyses revealed six
classes of sexual risk with a relationship partner: high-risk (43.54%), low-risk (16.52%),
intimate partner violence (IPV; 9.31%), assertive (8.71%), low PTS (8.12%), and high
substance use (13.81%) classes. Overall, there was a significant correlation between
intentions and condom use with a causal partner (n = 57, r = .55, p < .01) and relationship
partner (n = 169, r = .86, p < .001). The intentions-condom use association was stronger
for relationship partners than for casual partners (z = 4.31, p < .001). There was a
significant association between class membership and condom use, such that those in
both high-risk classes (ps < .05) reported the lowest rate of condom use. Findings also
revealed complex associations among substance use, IPV, sexual assault, and condom
negotiation. These findings have implications for interventions that target young adults
who are at risk for engaging in unprotected sex, especially those with a history of sexual
assault and intimate partner violence.
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Configurations of Sexual Risk: A Person-Centered Approach
Young people between 15 and 24 years of age only account for 25% of the
population, but they make up 50% of all new cases of sexually transmitted infections
(STI; Centers for Disease Control and Prevention [CDC], 2011). One of the most
efficacious methods of preventing STIs and HIV is the consistent, correct use of
condoms. Nevertheless, young adults continue to use condoms inconsistently or not at all
(American College Health Association [ACHA], 2007). In fact, only 18% of college
students reported always using a condom during the last 30 days (ACHA, 2007). The
theory of reasoned action (TRA) and the theory of planned behavior (TPB; Ajzen &
Fishbein, 1980; Fishbein, 2000) are perhaps the most utilized frameworks for
understanding and predicting condom use among adolescents and young adults
(Albarracin, Johnson, Fishbein, & Muellerleile, 2001; Edberg, 2007; Stacy, Bentler, &
Flay, 1994).The TRA and TPB posit that one’s intention to act is the most proximal
determinant of his or her behavior. However, recent literature assessing the condom use
intentions-behavior association suggests that this relation is moderate at best (Bauman,
Karasz, & Hamilton, 2007; Sheeran, 2002; Turchik & Gidycz, 2012). For example, some
studies have indicated that intentions may only account for 20%-23% of the variance of
condom use (Albarracin et al., 2001; Bauman et al., 2007; Sheeran & Orbell, 1998).
These findings illustrate the need for research that identifies and examines factors that
may strengthen the intentions-condom use association (Sheeran, 2002; Sheeran & Orbell,
1998).
Research has begun to examine the intentions-condom use association more closely
and has identified some factors that may influence this link (Abraham et al., 1999;
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Sheeran, 2002; Sheeran & Abraham, 2003; Sheeran & Orbell, 1998; Turchik & Gidycz,
2012). Factors such as alcohol use, age, condom negotiation, and sensation seeking have
been related to the association between intentions and condom use. These factors often
co-occur and interact to influence the relation between intentions and condom use. Few
studies, however, have simultaneously examined multiple factors that may influence the
intentions-condom use association.
The purpose of the current study is to examine the interrelations among factors
that may influence the intentions-condom use association. To build on prior research (see
review below), a person-centered approach was employed. The person-centered
framework addresses the critiques of previous research that has called for research that
provides information about the heterogeneity of groups such as “at-risk young adults”
that are often viewed as a homogenous.
The introduction is organized as follows. First, consideration is given to the
identification and overview of factors that may influence the association between
intentions and condom use. Next, a discussion of the multi-determined nature of condom
use in the context of person-centered analyses is presented. Lastly, the present study is
described, including a discussion about the findings and their implications for future
research.
Factors Influencing the Intentions-Condom Use Association
Overview of Current Findings. Previous research has pointed to some key
factors that may mediate or moderate the association between intentions and condom use.
A meta-analysis conducted by Sheeran and Orbell (1998) assessed the influence of
several factors. The variables examined included age, gender, sexual orientation, time
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interval of assessment, partner type (i.e., casual vs. relationship partner), and the
measurement of intentions versus expectation. Of the six factors examined, age, time
interval between the assessment of intentions and condom use, and partner type
significantly influenced the relationship between intentions and condom use (Sheeran &
Orbell, 1998). Intentions were less predictive of condom use among adolescents
compared to college and adult populations. The link between intentions and condom use
was also weaker when assessing behavior with a casual partner compared to a steady
partner. Methodologically, intentions were a stronger predictor of condom use when the
time interval between the assessment of condom use and intentions was short. Findings of
this meta-analysis also indicated that gender did not influence the intentions-condom use
association, suggesting that men and women enact their intentions to use condoms at
comparable rates.
Other meta-analyses lend support for the findings of Sheeran and Orbell (1998;
Albarracin et al., 2001; Sheeran, 2002). In a survey of 42 studies, the intentions-condom
use association was stronger within steady sexual relationships (β = .53) versus casual (β
= .35) sexual encounters (Albarracin et al., 2001). Albarracin and colleagues (2001) also
found that the intentions-condom use relation was weaker for those younger than 18
years of age (β = .44) compared to those who were 18 years of age or older (β = .52).
This meta-analysis also offered an additional finding related to methodology. Results
indicated that the intentions-condom use link was weaker when predicting future
behavior (r = .45) compared to past behavior (r = .57). This finding highlights the
potential biases of concurrent assessment of intentions and behavior. For example, people
often seek to be consistent and may not accurately report their intentions and/or behavior
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during recall (Strack & Förster, 1995). Therefore, it is important to assess intentions and
behavior prospectively.
Recent studies have used prospective designs to identify possible moderators of
the intentions-condom use association (Turchik & Gidycz, 2012). Turchik and Gidycz
(2012) examined the effects of nine characteristics of sexual episodes on the relation
between intentions and condom use. Results of this study indicated that condom
preparatory behaviors such as carrying condoms, discussing condom use, and gaining
access to condoms distinguished between those who intended to use condoms and
engaged in condom use and those who did not engage in condom use. In both casual and
more committed relationships, condom preparatory behaviors discriminated between
individuals whose behaviors were congruent with their intentions to use condoms and
those whose behaviors were incongruent with their intentions. Collectively, findings
suggest condom preparatory behaviors such as condom negotiation and partner type may
influence people’s ability to enact their intentions to use.
Condom negotiation describes the ability to persuade a partner to use a condom
(Noar, Morokoff, & Harlow, 2002). Research has consistently demonstrated an
association between condom negotiation and condom use (Holland & French, 2012; Noar
et al., 2002; Noar, Carlyle, & Cole, 2006; Noar, Morokoff, & Harlow, 2004). Recent
research has also provided evidence for condom negotiation’s influence on the intentionscondom use relation (Bryan, Fisher, & Fisher, 2002; Turchik & Gidycz, 2012). As
mentioned above, Turchik and Gidycz (2012) demonstrated that condom preparatory
behaviors, including discussions about condom use, differentiated individuals who
implemented their intentions to use condoms from those who did not. However, it must
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be noted that Turchik and Gidycz (2012) did not isolate condom negotiation from other
condom preparatory behaviors. Widman, Golin, and Noar (2013) recently addressed the
limitations of Turchik and Gidycz’s study. They examined condom negotiation as a
meditator of the intentions-condom use association among people living with HIV. The
results of this study revealed that among those with high levels of condom negotiation,
condom use intentions were associated with condom use during vaginal and anal sex,
whereas there was no relation between intentions and condom use among those who had
low levels of condom negotiation (Widman et al., 2013). Therefore, condom negotiation
seems to be a key factor that may bridge the intentions-condom use gap.
Condom use is a dyadic behavior. As such, relationship characteristics play an
important role in condom use. Specifically, those engaging in sex within committed
relationships are less likely to use condoms than those who engage in sex with a casual
partner (Bowleg, Valera, Teti, & Tschann, 2010; Crosby et al., 2000; Harvey et al., 2006;
Misovich, Fisher, & Fisher, 1997). Relationship status may also influence the association
between intentions and condom use (Harvey et al., 2006; Lescano, Vazquez, Brown,
Litvin, & Pugatch, 2006; Sheeran & Orbell, 1998). For example, Harvey and colleagues
(2006) proposed a model of factors predicting women’s intentions to use condoms. In this
model, relationship commitment had a direct, negative association with condom use
intentions. This finding indicated that women who perceive their relationships as
monogamous may not have intentions to use condoms with a main sexual partner.
However, they may have greater intentions to use a condom during sexual intercourse
with a casual sexual partner. Another study found that there was a strong association
between condom expectancies and condom use among adolescents and young adults who
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had sex with main partner; however this relation was not evident in those who engaged in
sex with a causal partner (Lescano et al., 2006).
Substance use is also an important factor to consider in the context of the
intentions-condom use association. Alcohol use has received a great amount of attention
as a correlate of condom use (for review see Cooper, 2002; 2006; LaBrie, Earleywine,
Schiffman, Pedersen, & Marriot, 2005; Maisto, Carey, Carey, & Gordon, 2002; Maisto,
Carey, Carey, Gordon, & Schum et al., 2004; Turchik, Garske, Probst, & Irvin, 2010).
However, research examining the direct influence of alcohol on condom use is
inconclusive (Cooper, 2002). Some research suggests that there is a negative association
between alcohol use and condom use. Other findings have failed to demonstrate the link
between alcohol use and condom use at all (Dermen & Cooper, 2000). However, findings
addressing alcohol use as a predictor of intentions to use condoms are more
straightforward (Maisto, Carey, Carey, & Gordon, 2002; Maisto, Carey, Carey, &
Gordon, 2004; Maisto, Carey, Carey, Gordon, & Schum et al., 2004). In two
experimental studies of college men and women, alcohol consumption was related to
increased intentions to engage in unprotected sexual intercourse (Maisto, Carey, Carey,
Gordon, & Schum, 2004; Maisto, Carey, Carey, Gordon, & Schum et al., 2004).
Therefore, alcohol consumption may affect condom use by influencing individuals’
intentions to engage in risky sex.
Drug use is closely related to alcohol use, especially in the context of sexual
behavior. However, the literature examining drug use and condom use is underdeveloped and inconclusive. Research has provided contradictory findings regarding the
role of drug use in predicting condom use. Drug use has been linked to unprotected sex
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by some researchers (Henry J. Kaiser Family Foundation, Hoff, Greene, & Davis, 2003;
Kingree, Braithwaite, & Woodring, 2000; Levy, Sherritt, Gabrielli, Shrier, & Knight,
2009; Simons, Maisto, & Wray, 2010), while others have failed to replicate this
association (Graves & Leigh, 1995). Levy and colleagues (2009) assessed the utility of a
screening tool for substance use (i.e., both alcohol and drug use) to predict sexual risk
behavior among adolescents. The findings suggested that those adolescents who screened
positive for substance use were more likely to engage in unprotected sex compared to
adolescents who screened negative. Simons and colleagues (2010) demonstrated
associations between weekly alcohol and marijuana use and unprotected sex, separately.
In addition, findings of Kingree and colleagues (2000) indicated that both global and
event-level marijuana use might account for more of the variance in unprotected sex than
alcohol use. Taken together, research suggests that alcohol may influence individuals’
intentions toward and actual condom use. Findings also provide strong evidence that drug
use, particularly the use of marijuana, may affect condom use. However, the influence of
alcohol and drug use on the intentions-condom use link has not been empirically
examined.
Hypothesized Factors
The influence of the aforementioned factors on the intentions-condom use
association has been demonstrated. However, there are other factors that have not been
examined in the context of the intentions-condom use association. These factors have
been linked to condom use, but their influence on the link between condom use intentions
and actual condom use has not been assessed. Given their associations with condom use,
it is hypothesized that these factors will also influence the intentions-condom use
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association. This section reviews the literature examining these factors and their
association with condom use.
Sensation seeking is the “need for varied, novel, and complex sensations and
experiences and the willingness to take physical and social risks for the sake of such
experiences” (Zuckerman, 1983 p.35). Research has demonstrated a moderate relation
between sensation seeking and risky sexual behavior among men and women (Hoyle,
Fejfar, & Miller, 2000; Kalichman, Heckman, & Kelly, 1996; Kalichman & Rompa,
1995; Turchik et al., 2010). Kalichman and Rompa (1995) reconceptualized sensation
seeking within a sexual risk context and defined the construct of sexual sensation
seeking. Those who endorse higher levels of sexual sensation seeking may desire riskier
sexual experiences or may sacrifice personal safety in order to engage in sexually
stimulating activities (Kalichman & Rompa, 1995). Sexual sensation seeking and similar
constructs have been linked to an increased likelihood of risky sexual behavior among
urban men and women (Bancroft et al., 2004; Kalichman & Rompa, 1995; Turchik et al.,
2010). Although there is strong empirical consensus that sexual sensation seeking is
associated with higher rates of general sexual risk taking, few studies have examined the
relation between sexual sensation seeking and condom use, specifically (Kalichman &
Rompa, 1995). Furthermore, there are no studies to date that have assessed the influence
of sexual sensation seeking on the relation between intentions to use condoms and actual
condom use.
Intimate partner violence (IPV) is the experience of emotional or physical
violence perpetrated by a marital or relationship partner. IPV is an important factor to
consider when addressing the gap between intentions to use condoms and actual behavior
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because it may serve as a significant barrier to condom use. Research consistently
indicates that a lifetime history of IPV is related to a decrease in condom use during
intercourse among women (Coker, 2007; Wingood & DiClemente, 1997; Wingood,
DiClemente, McCree, Harrington, & Davies, 2001; Wyatt et al., 2002). Research has also
demonstrated this relation in men although to a lesser extent (Coker, 2007). In a metaanalysis, Coker (2007) only identified one study that examined this association among
men (Collins, Ellickson, Orlando, & Klein, 2005). Results of this investigation suggested
that victimization was related to a decrease in consistent condom use for both men and
women (Collins et al., 2005). However, this finding must be interpreted with caution
because the authors included non-partner violence in their definition of victimization.
Given previous research, it is plausible that IPV may influence individuals’ intentions to
use condoms or their ability to enact their condom use intentions, which could account
for the lower prevalence rate of condom use among those with a history of IPV.
However, this hypothesis has not been empirically investigated.
Sexual assault is any experience of unwanted sexual activity. Rape, attempted
rape, coercive sexual intercourse, child sexual abuse, and inappropriate touching are all
forms of sexual assault (National Women’s Health Information Center, 2009). There is a
considerable amount of empirical evidence that suggests that men and women who
experience sexual assault are more likely to engage in high risk sexual behaviors,
including unprotected sex (Arreola, Neilands, Pollack, Paul, & Catania, 2008; Bensley,
Van Eenwyk, & Simmons, 2000; Koenig, Doll, O'Leary, & Pequegnat, 2004; Purcell,
Malow, Dolezal, & Carballo-Dieguez, 2004; Raj, Silverman, & Amaro, 2000; Sales et al.,
2008; Turchik, 2012; Wyatt et al., 2002). For example, findings of a cross-sectional study
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(Sales et al., 2008) suggested that young African American women who had experienced
sexual violence were significantly less likely to report using condoms. In addition,
Arreola and colleagues (2008) found that men with a history of coercive childhood sexual
experiences reported engaging in more risky sexual behavior than those without a history
of coercive childhood sexual experiences. Research has also begun to examine the effects
of male adolescent and adult sexual victimization on sexual risk. In a recent study, men
who reported some form of sexual victimization since the age of 16 were more likely to
engage in risky sexual behavior (Turchik, 2012). These findings indicate that childhood
and adult sexual assault may serve as a significant predictor of condom use for both men
and women. However, the influence of sexual violence on the intentions-condom use
association remains unexamined.
Related to experiences of violence and trauma is the outcome of posttraumatic
stress. Posttraumatic stress is a common consequence of sexual assault and IPV, among
other forms of trauma (Purcell et al. 2004; Twaite & Rodriguez-Srednicki, 2004).
However, literature examining the effects of posttraumatic stress on condom use is not
conclusive. Some research suggests that PTSD symptoms are positively related to an
increased likelihood of sexual risk behaviors (Cavanaugh, Hansen, & Sullivan, 2010;
Gore-Felton & Koopman, 2002). Gore-Felton and Koopman (2002) reported that women
suffering from re-experiencing (e.g., having flashbacks) and hyper-arousal (e.g., having
strong startle responses) symptoms of PTSD were more likely to engage in unprotected
sex when compared to those who suffered from avoidant (e.g., avoiding people, places, or
things) symptoms. However, other studies have failed to demonstrate an association
between condom use and posttraumatic stress (El-Bassel, Gilbert, Vinocur, Chang, &
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Wu, 2011; Hutton et al., 2001). These contradictory findings make it difficult to make
inferences about the relation between posttraumatic stress and condom use. Furthermore,
to date, there is no evidence that addresses the influence of posttraumatic stress on the
intentions-condom use association.
Person-Centered Approaches in the Context of Intentions and Condom Use
There are numerous factors that affect people’s sexual behavior. Many of these
factors co-occur within the same sexual episode and simultaneously influence one’s
decision to use a condom. For example, research consistently demonstrates the
interconnectedness of posttraumatic stress, IPV, childhood sexual abuse, substance use,
condom negotiation, and sexual risk (for review see Brief et al., 2004; Cavanaugh et al.,
2010; El-Bassel et al. 2001; Peasant, Parra, Okwumabua, 2014; Wingood & DiClemente,
1997; Wyatt et al, 2002). People who have a history of sexual or intimate partner
violence have an increased risk of high-risk sexual behavior, such as engaging in
unprotected sex (for review see Koenig et al., 2004). However, the path from sexual and
violent trauma to sexual risk involves several mediating mechanisms (Purcell et al.,
2004). Posttraumatic stress, substance use, and fear of condom negotiation are factors
that influence the relation between trauma and sexual risk (Sales et al., 2008; Purcell et
al., 2004 Wingood & DiClemente, 1997). However, these factors are highly correlated
(Brief et al., 2004; Cavanaugh et al., 2010; Golding, 1999). As such, it is difficult to
understand the unique influence of each factor on sexual behavior. Capturing and
disentangling complex relations such as these represent key challenges of empirical
sexual health research.
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Several methods have been used to address this complexity. Mediational analysis
is one of the most common methods of examining these associations (Bryan, Schmiege,
& Broaddus, 2007; Cavanaugh et al., 2010; Schroder, Johnson, & Wiebe, 2009; Simons
et al., 2010). Cavanaugh and colleagues (2010) used a mediational approach to test the
effects of IPV-related PTSD and substance use on sexual risk behavior. Results indicated
that IPV-related PTSD was positively related to risky sexual behavior. However, their
findings failed to demonstrate an effect for substance use on the relation between IPVrelated PTSD and sexual risk behavior. The authors concluded that IPV-related PTSD
may have a direct effect on sexual risk-taking behavior, but that this relation is not
influenced by substance use. However, this method of analysis is limited because it does
not take into consideration the other factors that may also influence the association
between PTSD and sexual risk taking behavior, in the context of substance use. This
shortcoming is common among research using a mediational approach.
Discriminant function analysis is another method that researchers have employed
to examine complicated relations among sexual-behavior variables (Holland & French,
2012; Turchik & Gidycz, 2012). Turchik and Gidycz (2012) used discriminant analysis to
delineate factors that distinguished those who intended to use condoms and did, from
those who did not use condoms. Discriminant function analyses revealed that condom
preparation and intention stability best discriminated between those who enacted their
condom use intentions with their sexual partner and those who did not. These findings
provide important information about what variables might predict the enactment of
condom use intentions. However, discriminant function analysis and other variable-
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centered approaches are limited because they do not address how these factors may be
differentially represented within subgroups of individuals.
Although variable-centered perspectives have yielded valuable findings in terms
of important factors that may influence sexual behavior at the aggregate level, researchers
may be missing important information about how these factors are represented at the
person level (Bergman & Magnusson, 1997). An implicit assumption of variable-centered
methods is that behavior is best understood by examining the relations among variables.
This assumption, and the subsequent modeling of variables across individuals, makes it
difficult to make inferences about properties that characterize specific individuals
(Bergman & Magnusson, 1997). Therefore, it is imperative that researchers examine
behavior by viewing individuals, in their social context, as the primary unit of analysis
(Bergman & Magnusson, 1997). Moving from a variable-centered to an individualfocused approach constitutes a notable shift in the traditional methodological paradigm.
Fortunately, frameworks, such as person-centered approaches, have been developed to
guide researchers in using a more holistic and interactional perspective to examine
behavior (Bergman & Magnusson, 1997; Magnusson, 2001). Person-centered theoretical
approaches provide a framework for understanding individuals as active agents that
interact within a complex and dynamic environment (Magnusson, 2001). Within the
person-centered framework, the individual is conceptualized as an independent entity that
is comprised of interrelations among factors that span across several domains (i.e.
biological, psychological, relationship, situational; Magnusson, 2001).
Based on person-centered approaches, recent research suggests that individual
differences in behavior may best be conceptualized as differences across similar groups
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in a heterogeneous population (Muthén & Muthén, 2000). However, the idea of class
differences is not new. So what value is added by person-centered approaches? The
fundamental assumption of person-centered approaches is that subgroup membership
often is not observed (i.e., cannot be represented by variables in a model), and thus must
be inferred from data (Lubke & Muthén, 2005; Muthén, 2001). By viewing individual
differences in terms of unobserved attributes, it may be possible to identify subgroups or
classes of individuals that would go undetected in more traditional, variable-centered
approaches. The current study use a person-centered perspective such that each class is
qualitatively different from other groups in terms of the factors that may place them at
risk for engaging in unprotected sex. Given its focus on individuals, not variables, a
person-centered approach seems to offer a valuable conceptual and analytical framework
for identifying individuals who at risk for engaging in unprotected sex.
Recent investigations have used person-centered approaches to identify risk
profiles that are specific to sexual risk behavior (Beadnell et al., 2005; Connell, Gilreath,
& Hansen, 2009; Stuart & Hinde, 2010). Stuart and Hinde (2010) used a person-centered
approach to identify and characterize sexual risk subclasses among British residents
participating in the National Survey of Sexual Attitudes and Lifestyles. Sexual risk
classes were determined based on the following indicators: (1) participants’ number of
sexual partners in the past year, (2) participants’ number of new partners in the past year,
(3) the number of partners with whom participants engaged in unprotected sex in the past
year, (4) participants’ STI history, (5) whether participants engaged in concurrent
partnerships in the past year, and (6) participants’ age of sexual debut. A 3-class solution
was chosen to describe the sample. Classes primarily differed based on the number of
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partners that participants reported having in the past year. Class 1 consisted of individuals
who reported no sexual partners in the past year. Class 2 included participants who
reported at least two partners in the last year. Class 3 contained respondents who reported
one partner in the past year. Participants in Class 2 were more likely to have concurrent
partnerships, multiple partners, unprotected sex with multiple new partners, and a history
of an STI (Stuart & Hinde, 2010). These descriptive classes are helpful. However the
authors failed to demonstrate the ability of these classes to predict condom use.
A person-centered approach was also used to identify substance use and sexual
behavior classes among high school students participating in the 2005 Youth Risk
Behavior Survey (Connell et al., 2009). The sexual behavior classes were developed
based on students’ age of sexual debut, number of sexual partners during their lifetime
and in the past 3 months, condom use during last sexual intercourse, and history of HIV
testing. Four classes of students were identified in this study. “Abstainers” were
characterized by no history of sexual intercourse. Members of the “Monogamous” class
were those who had few partners, later sexual debuts, moderate rates of condom use, and
a history of HIV testing. Overall, the subclass labeled “Low frequency Multi-partner” had
a lower age of sexual debut than “Monogamous” members. They also had a higher
probability of reporting two or more lifetime partners than other groups, and had condom
use and HIV testing rates comparable to the “Monogamous” group. Lastly, the “Highfrequency Multi-partner” class had the lowest age of sexual debut, the most lifetime and
3-month partners, the lowest rate of condom use, and the highest rate of HIV testing. In
this study those students who had exposure to substance use were more likely to be
classified as “Monogamous”, “Low-frequency”, “Multi-partnered”, or “High-frequency
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Multi-partnered”. Students who reported poly-substance use were more likely than those
who did not use substances to be members of the “High-frequency Multi-Partnered”
sexual behavior group.
This study represents an attempt to address the complex relation between sexual
behavior and substance use among high schools students. The classes identified by
Connell and colleagues (2005) suggest that helpful information about adolescents’ sexual
behavior may be gathered by examining a myriad of behaviors simultaneously. The
results also provide evidence for the association between substance use and sexual
behavior (Connell et al., 2005). Unfortunately, because this study included condom use as
an indicator of sexual behavior, the authors cannot make inferences about how
configurations of sexual risks may affect condom use or the intentions-condom use
association.
Beadnell and colleagues (2012) used a person-centered approach to identify
groups of adolescents between the 8th and 12th grade. Groups were created based on their
frequency of sexual intercourse, number of sexual partners and consistency of condom
use. The results of this study delineated three groups of students who were in the 8th, 9th,
and 10th grades. These subgroups were characterized by either consistent condom use
with a few partners (“Condom Users”), inconsistent condom use with a small number of
partners (i.e., “Few Partners”), or inconsistent condom use with a greater number of
partners (i.e., “Risk-Takers”). Four groups of students in the 11th and 12th grades were
also identified. These groups were similar to the aforementioned groups. However, the
“Risk-Takers” class was further divided by those with one or two partners (Beadnell et
al., 2012).
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When examining differences between the groups, those in the “Condom-Users”
class were less likely to have a history of STI or pregnancy than those in the “Few
Partners” and “Risk-Takers” groups (Beadnell et al., 2005). This study provides useful
information about patterns of risky sexual behavior among adolescents. However, the
limited number of indicators included in the analyses restricts the inferences of this study.
Also, although it is important to understand patterns of condom use, these findings
provide little information about how class membership may impact condom use or the
intentions-condom use association.
Collectively, these studies suggest that heterogeneity exists among sexually active
young adults and that there are subgroups with varying profiles across risk factors that are
more homogenous (Beadnell et al., 2005; Connell et al., 2009; Stuart & Hinde, 2010;
Sheeran & Orbell, 1998; Turchik & Gidycz, 2012). Previous work (Beadnell et al., 2005;
Connell et al., 2009; Sheeran, 2002; Stuart & Hinde, 2010) has identified subgroups of
individuals who may be most at risk for engaging in risky sexual behavior. Other
research (Sheeran & Orbell, 1998; Turchik & Gidycz, 2012) has identified several factors
that may influence the relation between condom use intentions and actual condom use.
The present study builds upon this research by identifying subgroups of individuals who
are similar in terms of their sexual risk and examining how class membership may impact
the intentions-condom use association.
The Current Study
The purpose of this study was twofold. First, this study used a person-centered
approach to identify subgroups of young adults who have similar levels of sexual risk.
These subgroups were identified in reference to their casual and relationship sexual
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partners, separately. Secondly, this study attempted to prospectively examine the
influence of each subgroup on the intentions-condom use association. It was expected
that, in reference to both casual and relationship partners, individuals would fall into one
of the three subgroups. The low-risk groups would endorse low levels of sexual risk
across all indicators. The high-risk groups would endorse high levels of sexual risk across
all indicators. The trauma groups would have higher prevalence rates of sexual assault
and/or intimate partner violence. It was also expected that those engaging in sex with a
relationship partner would have lower levels of condom negotiation than those engaging
in sex with a causal partner. Regarding the intentions-condom use association, it was
hypothesized that the relation between intentions and condom use would be weaker for
those in the trauma groups than the other groups. It was also expected that the intentionscondom use relation would be stronger for those with a relationship partner compared to
those with a casual partner.
Method
Participants
Participants were 337 undergraduate students at The University of Memphis
enrolled in introductory courses in the Department of Psychology. Participants were
recruited using The University of Memphis subject pool according to requirements set
forth by the university, the College of Arts and Sciences, and the Department of
Psychology. Participants’ ages ranged from 18-53 years of age (M = 21.41, SD = 5.64).
There were 251 (74.70%) women, 83 (24.70%) men, and 2 (.60%) transgender
individuals (n = 1 did not report a gender). Approximately 47% (n = 159) of participants
self-identified as White, 42.26% (n = 142) were African American, 4.46% (n = 15) were
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Hispanic, 2.68% (n = 9) were Asian, .60% (n = 2) were American Indian/Alaskan
Native, and 7.15% (n = 24) were multiracial or other (n = 1 did not report a race). As it
relates to classification, 46.29% (n = 156), 24.04% (n = 81), 14.54% (n = 49), and
15.13% (n = 51) were freshmen, sophomores, juniors, and seniors, respectively. Ninetythree percent (n = 313) of participants were enrolled in college fulltime, whereas 7.12%
(n = 24) were enrolled as part-time students.
The relationship statuses of the sample were varied. Eleven percent (n = 36) were
married or engaged, 1.78% (n = 6) were divorced, 35.31% (n = 119) were in a long-term
monogamous relationship (i.e., ≥ six months), 9.20% (n = 31) were in a short-term
monogamous relationship (i.e., ≤ six months), 5.93% (n = 20) were dating a few people,
and 37.09% (n = 125) were not seeing anyone at the time of the study. The majority of
participants described their sexual preferences as being exclusively heterosexual
(73.73%, n = 247), however the others reported that their preferences were predominately
heterosexual with some same-sex feelings (20.30%, n = 78), were equally heterosexual
and same-sex in nature (1.49%, n = 5), were predominately same-sex in nature, some
heterosexual sexual feelings (1.49%, n = 5), or were exclusively same-sex in nature
(2.99%, n = 10).
At time of the study, 271 (87.14%) reported that they had engage in sexual
intercourse. Among those with a history of sexual intercourse, the mean ages of vaginal,
oral, and anal sexual debut were 16.54 (SD = 1.86), 16.94 (SD = 2.11), and 19.01 (SD =
3.01), respectively. The average number of lifetime partners was 5.99 (SD = 5.85).
Overall, participants reported an inconsistent pattern of condom use during vaginal sex
(M = 3.07, SD = 1.64). Additionally, participants reported almost never using a condom
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during oral (M = 1.42, SD = 1.07), and rarely using a condom during anal sex (M = 2.22,
SD = 1.70).
As mentioned, this was a two-part study. There were 205 participants who
participated in part 2 of the study. Among these participants, 22.93% (n = 47) were male
and 77.07% (n = 158) were female. One hundred and eight (52.68%) of the participants
were White, 83 (40.49%) were African American, 8 (3.92%) were Hispanic, 2 (.56%)
were Asian, 2 (.56%) were American Indian or Alaskan Native, and 10 (2.78%) were
multiracial or other. Half of these participants were freshman (50.73%, n = 104),
followed by sophomores (20.98%, n = 43), juniors (12.20%, n = 25), and seniors
(16.10%, n = 33). Ninety two percent (n = 189) of participants were enrolled in college
full-time and 7.8% (n = 16) were enrolled part-time.
Eleven percent (n = 14) were married or engaged, 1.46% (n = 3) was divorced,
35.60% (n = 73) were in a long-term monogamous relationship (i.e., ≥ six months),
9.76% (n = 20) were in a short-term monogamous relationship (i.e., ≤ six months), 2.23%
(n = 6) were dating a few people, and 39.02% (n = 80) were not seeing anyone. The
majority of participants described their sexual preferences as being exclusively
heterosexual (81.46%, n = 167), however the others reported that their preferences were
predominately heterosexual with some same-sex feelings (13.65%, n = 28), were equally
heterosexual and same-sex in nature (.49%, n = 1), were predominately same-sex in
nature, some heterosexual sexual feelings (2.44%, n = 5), or were exclusively same-sex
in nature (1.95%, n = 4). Among those with a history of sexual intercourse (n = 166), the
mean ages of vaginal, oral, and anal sexual debut were 16.68 (SD = 1.74), 16.96 (SD =
1.84), and 19.44 (SD = 3.17), respectively. The average number of lifetime partners was
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6.42 (SD = 6.76). Overall, participants reported an inconsistent pattern of condom use
during vaginal sex (M = 3.12, SD = 1.65). Additionally, participants reported almost
never using a condom during oral (M = 1.43, SD = 1.06), and rarely using a condom
during anal sex (M = 2.49, SD = 1.81).
Procedure
Study staff went to introductory psychology classes to introduce the proposed
study using a standardized script (Appendix A). Recruiters explained that the study
consisted of two parts: the completion of an initial questionnaire and the completion of a
four-week follow up questionnaire. Psychology students who were interested in the study
signed up for the study through The University of Memphis SONA Systems. Students
logged onto the SONA Systems website and were presented with all research studies at
The University of Memphis that were currently active and seeking participants. Upon
signing up for the study, each participant was provided with a link to a secure webpage.
The link took potential participants to the consent form for the study. The consent form
described the purpose of the study and study procedures, including instructions for
completing the four-week follow up survey (Appendix B).
After consenting to participate in the study, participants completed a Subject ID
Calculation form (Appendix C). In order to protect their identity, the ID attained using
the Subject ID Calculation form was used to identify participants. This form allowed the
participants to obtain a unique ID that could not be tied to the participants’ identification
information. This ID was used to match participants’ data from the initial survey to their
data from the four-week follow-up survey. After obtaining their Subject ID, participants
completed several online questionnaires. All questionnaires were administered using
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Qulatrics Online Survey Software through the SONA Systems. At the conclusion of the
initial assessment, participants received a debriefing form (Appendix R) reorienting them
to the purpose of the study. Participants were assigned 2.5 points of credit as
compensation when they completed of the initial online survey.
Four weeks after the initial assessment, participants were prompted by an email
(Appendix T) to complete the online follow up survey. Participants received weekly
reminder emails until they completed the follow up survey or until the end of the study.
The email message contained a link to the secured survey webpage. Upon entering the
website through SONA Systems, participants were again prompted to calculate their
Subject ID using the same Subject ID Calculation form used at the initial assessment.
Participants completed a survey identical to the survey completed during the initial
assessment period. After completing the questionnaires, participants received a debriefing
form (Appendix S) describing the purpose of the study in greater detail and thanking
them for their participation. They were also given the contact information for the
principal investigator as well as information about safer sex resources on campus and in
the community. Participants were assigned an additional 2.5 points of credit as
compensation for their participation in the study when they completed of the follow up
online survey.
Measures
Background measures.
Demographics (Appendix G). This brief demographic questionnaire was used to
collect personal information about each participant. Items assessed information such as
participants’ gender, age, race/ ethnicity, socioeconomic status, classification and student
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status, marital and relationship status, and sexual orientation. Of note, the sexual
orientation classifications delineated by Kinsey, Pompery, and Martin (1948) were used
to inquire about participants’ sexual orientation (p. 636). The Kinsey classification
system consists of seven categories of sexual preferences ranging from complete
heterosexual sexual preferences to completely homosexual sexual preferences. For the
purposes of this study, four of these categories were collapsed, resulting in five sexual
orientation categories.
Sexual History (Appendix H). A 26-item questionnaire was developed to assess
participant’s sexual history. Questions were adapted from the Centers for Disease Control
Sexual Behavior Questions (2001). This measure assessed participants’ sexual history,
number of casual and relationship partners, history of STI and HIV infection, and age of
sexual debut.
Past Risky Sexual Behavior (Appendix I). The Sexual Risk Survey (SRS;
Turchik & Garske, 2009) is a 23-item self-report scale, which assesses the frequency of
sexual risk behaviors occurring over the past 6 months. Participants were asked to report
the number of times they engaged in various risky sexual behaviors (e.g., sexual
intercourse without a condom, and the number of partners with whom they engaged in
such behaviors). Research has demonstrated desirable reliability coefficients (α = .88) for
this measure, which is consistent with the reliability evidenced in the current study (α =
.84).
Social Desirability (Appendix J). The Marlowe-Crowne Social Desirability ScaleShort Form (SDS-S; Crowne & Marlowe, 1960; Strahan & Gerbasi, 1972) was used to
determine the extent to which responses to the other measures of the protocol were
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influenced by social desirability. The SDS-S consists of 10 true-false items. Responses
that correspond to the response key received a score on one. Responses that are
discordant with the response key received a score of zero. Items were summed to obtain a
social desirability score. Higher scores indicate higher likelihood to answer questions in a
socially desirable manner. The Cronbach’s alpha for this measure was .97 in the current
study.
Dependent measures.
Condom Use (Appendix K). An online Timeline Follow Behavior Interview
(TLFB; Sobell & Sobell, 1992; Sobell, Brown, Leo, & Sobell, 1996), as described by
Weinhardt and colleagues (1998) was used to assess participants' condom use in the past
month. Participants were presented with a calendar that included the beginning and end
dates of the reporting period. Participants indicated all days on which they were sexually
active, beginning with the most recent sexual activity. For every episode of sexual
intercourse, participants reported if their sexual partner was a casual or relationship
partner, if they used alcohol or drugs during or before intercourse, if they and their
partner intended to use a condom, if they negotiated condom use with their partner, and if
they used a condom. Based on responses to these questions, participants' proportion of
condom use was calculated by dividing the number of protected episodes of sexual
intercourse by the number of total episodes of sexual intercourse. Participants’ proportion
of substance use during sexual intercourse was also measured by calculating a ratio of
sexual intercourse with substances to total episodes of sexual intercourse. This method of
self-report has demonstrated greater reliability than face-to-face interview methods when
assessing sexual behavior (Schroder, Carey, & Vanable, 2003). Previous research, which
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used a bootstrapping procedure, reported reliability coefficients from .86 to .97
(Weinhardt et al., 1998)
Intentions (Appendix L). A 12-item questionnaire adapted from Turchik and
Gidycz (2012) was used to assess intentions to use condoms separately for a casual
partner and relationship partner during vaginal and anal sex. Responses were given on a
7-point Likert scale from 1 = I do not intend to use a condom to 7 = I have very strong
intentions to use a condom. Higher scores indicate greater intentions to use condoms.
Previous research using similar questions to assess intentions reported Cronbach's alpha
coefficients between .90 and 97. In the current study the Cronbach’s alphas for intentions
to use condoms with a casual and relationship partner were .93 and .97, respectively.
Independent measures.
Condom Negotiation (Appendix M). Participant’s use of condom negotiation
strategies was assessed using questions adapted from the Condom Influence Strategy
Questionnaire-Short Form (CISQ –S; Noar et al., 2002), a 24-item questionnaire. The
CISQ-S measures participant’s use of six condom negotiation strategies during sexual
intercourse. These strategies were measured using the following subscales: withholding
sex, direct request for condom use, seduction, relationship conceptualizing, risk
information, and deception. Participants responded to items assessing how frequently
they have used these strategies with a casual and relationship partner, separately.
Responses were given on a 5-point Likert scale, from 1= Never to 5 = Always. Each
participant had two sets of scores: a set of scores that corresponded to the use of the six
condom negotiation strategies with relationship partners and a separate set of scores
corresponding to condom negotiation strategies used with casual partners. Higher scores
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indicate greater frequency of condom negotiation strategy use. In the current study, the
reliability coefficients for each subscale ranged from .82-.99.
Sexual Sensation Seeking (Appendix N). The Sensation Seeking Scale (SSS;
Kalichman & Rompa, 1995) was used to measure participants' propensity to seek out
exciting sexual experiences. The SSS is an 11-item self-report questionnaire. Responses
were given on a 4-point Likert scale from 1= Not at all like me to 4 = Very much like me.
Scores were calculated by summing the responses to all items total score. Higher scores
indicate greater sexual sensation seeking. Previous research has reported that the average
SSS score for college men (M = 26.37, SD = 6.59) and women (M = 22.90 SD = 6.05;
Gaither & Sellbom, 2003). The current study used the pooled mean (23.38) and standard
deviation (6.22) of the previously reported statistics to compute a normative range for
SSS scores. Scores ranging from 17.16-29.60 were considered to be in the normative
range. Research has demonstrated acceptable reliability (α = .81) for the SSS, which is
consistent with the reliability coefficient for the current study (α = .83).
Sexual Trauma History (Appendix O). The Life Events Checklist (LEC; Blake et
al., 1995) was used to assess participants’ history of sexual assault. The LEC is a 17-item
checklist of common trauma events. Participants indicated whether they had been
exposed to various events by experiencing it, witnessing it, or learning about it. If
respondents had not been exposed or were unsure of their exposure to an event they
responded accordingly. Participants who endorse experiencing “Sexual assault” were
coded as having a history of sexual trauma or violence.
Posttraumatic Stress (Appendix P). Participants' level of posttraumatic stress was
assessed using the Posttraumatic Checklist for Civilians (PCL-C; Weathers, 1991), a self-
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report measure of the Diagnostic and Statistical Manual of Mental Disorders Fourth
Edition DSM-IV (1994) symptoms of PTSD. The PCL consists of 17-items that assesses
the severity of symptoms in reference to "stressful experiences" in general and is not
specific to one particular event. Therefore, participant’s responses were not
conceptualized as symptoms of PTSD, but rather global reactions to stressful life
experiences. Participants were asked to rate the extent to which each symptom has been
distressing during the past month. Responses were given on a 5-point Likert scale from
1= Not at all to 5 = Extremely. Total scores were calculated by summing responses to the
17 items. Scores could range from 17-85. Higher scores indicate higher levels of
posttraumatic stress. Based on previous research and recommendations, scores greater
than 35 were considered to be in the clinical range (Bliese et al., 2008). Previous research
has reported excellent reliability (α= .86) and sensitivity for the PCL-C (Blanchard,
Jones-Alexander, Buckley, Forneris, 1996). The PCL-C demonstrated desirable reliability
in the current study (α= .94).
Exposure to Intimate Partner Violence (Appendix Q). Questions adapted from
the HITS Scale (Hurt-Insult-Threaten-Scream; Sherin, Sinacore, Li, Zitter, & Shakil;
1998) assessed participants’ exposure to verbal and physical intimate partner violence.
The HITS is a 4-item widely used screener of intimate partner violence, and has desirable
reliability (α= .80). Participants answered yes or no to each item. Responses were coded
as 1= No exposure, if participants had not experienced any IPV exposure. Responses
were coded as 2 = verbal IPV exposure, if participants reported that a partner had ever
insulted, threatened, or screamed at them. Responses were coded as 3 = physical IPV
exposure, if participants reported that a partner had ever physically hurt them. Based on
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previous research demonstrating the co-occurrence of verbal and physical IPV (Sullivan,
Partland, Armeli, Jaquier, & Tennen, 2012), participants who endorsed both verbal and
physical IPV, they were coded as having experienced physical IPV.
Analyses
The first aim of the present study was to identify subgroups of students who had
similar profiles across several indicators of sexual risk. Each subgroup was created based
on the following indicators: level and type of condom negotiation (continuous; range = 420), level of PTS (continuous; range = 17-85), level of sexual sensation seeking
(continuous; range 11-44), ratio of sexual episodes involving substance use (continuous,
range 0-1); sexual assault history (binary; 0 = no sexual assault history, 1 = sexual assault
history), and IPV history (ordered categorical; 1 = no IPV, 2 = verbal IPV, 3 = physical
IPV).
All participants, including those who did not report a history of sexual
intercourse, were used to identify subgroups of sexual risk. Those without a history of
sexual intercourse were included in the analyses because of concerns about the reduction
of the sample size and based on the rationale that these participants may endorse risk
factors (i.e., history of sexual assault and IPV, PTS, sexual sensation seeking) that put
them at risk for unprotected sex at sexual debut. In addition, all participants were
included in both of models (i.e., casual and relationship partner models), regardless of the
nature of their current sexual partnership. Condom negotiation was the only partnerspecific indicator used to identify profiles of sexual risk. Participants reported their style
and frequency of condom negotiation with their current or most recent casual and
relationship partner separately. If an individual was not currently involved in a casual
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sexual partnership, they were asked to report on their most recent casual partnership. The
same approach was used for those without a relationship partner. This approach was used
due to the high rate of concurrent sexual relationships among young adults (Gorbach,
Drumwright, & Holmes, 2005). This approach is also supported by research suggesting
that causal sex or “hook-ups” often occur among friends, acquaintances, or previous
relationship partners, therefore those who are not dating or dating only a few people may
engage in sex with someone they consider a relationship partner in a casual context
(Fielder & Carey, 2010). Therefore, each participant had the opportunity to be
represented in both the model for causal partnerships and the model for relationship
partnerships.
Latent variable mixture modeling (LVMM) was utilized to identify profiles of
sexual risk using the statistical package MPlus (Version 7; Muthén & Muthén, 19982012). For the LVMM, manifest variables (condom negotiation, sexual sensation seeking,
substance use before/during sex, PTS, sexual assault history, and history of IPV) were
used as indicators of a categorical latent variable. Different levels of this categorical
variable represented homogenous subgroups or classes within the sample. Models with
different numbers of classes were produced and compared to one another to determine
the best-fitting solution (i.e., 2-class solution, 3-class solution, 4-class solution, etc.).
Several criteria-based fit statistics were used to compare solutions with different numbers
of classes. The indices utilized to determine the best fitting solution included the Akaike
information criteria (AIC), Bayesian information criteria (BIC), sample-size adjusted BIC
(SABIC), adjusted Lo-Mendell-Rubin likelihood ratio test (LMR LRT; Lo, Mendell, &
Rubin, 2001), and the bootstrapped likelihood ratio test (BLRT). Smaller AIC, BIC, and
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SABIC values indicate better model fit. Therefore, the model with the smallest value
should be considered the best-fitting solution (Berlin, Williams, & Parra, 2014; Muthén
& Muthén, 1998-2010). Entropy is an indicator of the accuracy with which each model
classifies individuals into their respective classes. This indicator can range from 0-1, with
values closer to 1 representing better categorization (Berlin et al., 2014). Collectively,
these indices provide quantitative indicators of model fit. However, research has also
suggested that investigators take the conceptual meaning of each solution into
consideration when determining the best-fitting model (Muthén, 2002; Tofighi & Enders,
2008). Therefore model fit was evaluated based on both quantitative and conceptual
criteria.
After the classes were identified, the demographic composition and sexual
behavior of each class were examined. SPSS (Version 21) was used to conduct analyses
of variance (ANOVA) and chi-square test as well as the necessary post-hoc analyses (i.e.,
LSD, logistic regression, and multinomial logistic regression) to describe each class.
These analyses were also used to examine the influence of demographic and sexual
behavior factors on class membership.
The second aim of the proposed study was to examine the relation between
baseline condom use intentions and subsequent condom use rates among the classes of
each solution. Using each participant’s most likely class membership, the parameters for
the intentions-condom use association were estimated for each class of both model
solutions (i.e., casual and relationship partner solution). The class for which participants
have the highest maximum posterior probability determines participants’ most likely
class membership, also referred to as maximum-probability assignment. The use of most
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likely membership has been criticized and some researchers recommend using training
data or participants’ fractional class membership in order to preserve the latent nature of
the classes (Asparouhov & Muthén, 2013, Berlin et al., 2013). However, research also
suggest that using participant’s most likely class membership is appropriate when entropy
is high, indicating that participants are accurately categorized into classes (Asparouhov &
Muthén, 2013; Lanza, Tan, & Bray, 2013). Furthermore, some research suggests that the
use of fractional class membership may produce biased estimates or unstable models
(Lanza et al., 2013). Therefore, a most likely class membership approach was used to
estimate the parameters of the intentions-condom use association across classes. Wald
tests were used to test the equality of intentions-condom use parameter across each class.
Wald tests compare parameters simultaneously; therefore separate Wald tests were
conducted to test each parameter comparison.
All mixture modeling analyses conducted in this study employed the full
information maximum likelihood estimator with robust standard errors to estimate the
parameters of the model. The maximum likelihood estimator with robust standard errors
takes into consideration missing data and reduces the bias in calculating standard errors,
which can inflate the parameter estimates. Given the function of this estimator, it was
deemed ideal for the analyses of this study.
Results
Recruitment and Retention
A total of 337 students completed the Time 1 questionnaire and 199 students
completed the Time 2 questionnaire. Therefore, the retention rate was 59.05%. Due to the
substantial number of participants who did not complete the study, analyses were
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conducted to examine differences between those who completed the study and those who
did not. There was a significant racial difference between those who were retained and
those who were not. Asian American participants were less likely (50.00%) than all other
ethnic groups (≥ 97.07%) to complete the Time 2 questionnaire. However, there were no
other significant differences between those who completed the Time 2 questionnaire and
those who did not, including differences in sexual history.
There were also a substantial number of people who did not report engaging in
sexual intercourse at the one-month follow up. Twenty-six participants endorsed having
sex with a casual partner and 87 people endorsed having sex with a relationship partner
between Time 1 and Time 2. Analyses indicated that there were significant differences
between those who reported engaging in sexual intercourse and those who did not. Men
were more likely than women to report engaging in casual sex (OR = 3.40, CI: 1.51-7.67,
p = .003). Relationship status also significantly predicted who endorsed engaging in
casual sex (Χ2 (6, n = 337) = 24.27, p < .001). Of note, no one who was married,
engaged, or divorced endorsed having sex with a casual partner. Individuals who were in
a long-term relationship (OR = .21, CI: .06-.73, p = .02) were less likely to endorse
having casual sex than those who were not seeing anyone. Those who were dating a few
people (OR = 3.40, CI: 1.12-10.27, p = .003) were more likely to endorse having casual
sex than those who were not dating anyone. Those who endorsed having casual sex at
follow up also reported more lifetime sexual partners (t(245) = 2.33, p = .01) and
(t(24.34) = 57.50, p = .03), and engaging in more risky sexual acts in the past 6 months
(t(82.54) = 7.64, p = .01).
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Analyses also revealed that there were differences in those who reported engaging
in sex with a relationship partner. Men were less likely than women to endorse having
sex with a relationship partner (OR = .42, CI: .26-.72, p = .001). There were also
differences based on relationship status. As expected, those who were married or engaged
were more likely than those who were divorced (OR = 34.00, CI: 3.70-312.09, p = .002),
those who were in short-term monogamous relationships (OR = 9.35, CI: 1.88-46.53, p =
.01), those who were dating a few people (OR = 18.89, CI: 3.50-102.02, p = .001), and
those who were not dating at all (OR = 158.67, CI: 33.83-744.09, p < .001) to report
engaging in sex with a relationship partner. Similarly, those who were in long-term
monogamous relationships were more likely than those who were divorced (OR = 7.91,
CI: 1.36-45.90, p = .02), those who were dating a few people (OR = 4.40, CI: 1.60-12.07,
p = .001), and those who were not dating (OR = 36.93, CI: 17.43-78.24, p < .001) to
report engaging in sex with a relationship partner. Lastly, those who were in short-term
monogamous relationships (OR = 16.97, CI: 6.58-43.72, p < .001) and those who were
dating a few people (OR = 8.40, CI: 2.85-24.72, p < .001) were more likely than those
who were not dating were to endorse having sex with a relationship partner. Those who
endorsed having sex with a relationship partner also reported significantly more episodes
of risky sexual activity in the past 6 months than those who did not endorse having sex
with a relationship partner (t(177.50) = 8.32, p < .001).
Identification of Risk Profiles (Aim 1)
Identification of sexual risk classes for casual partners.
Two class solution. A total of 321 participants were included in the analyses to
identify sexual risk profiles related to individuals’ casual sex partners. As is typical for
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this type of analysis, the two-class solution indicated classes that could generally be
described as high-risk and low-risk. The high-risk class comprised 65.73% of the sample,
and the low-risk class included the remaining 34.27% of the sample. The high-risk class
was characterized by low levels of condom negotiation across all six strategies (Mean
range

= 5.42 - 7.49), clinical levels of PTS (M = 36.16), and normative levels of sexual

sensation seeking (M = 24.35). Among the high-risk group, individuals reported that 24%
of their sexual episodes in the past 30 days included the use of substances. Regarding
sexual assault and IPV, 22.9%, 39.0%, and 33.1% of individuals in this class had
experienced sexual assault, verbal IPV, and physical IPV, respectively. The low-risk
class had higher levels of condom negotiation (Mean range = 11.48-17.88) and lower levels
of sexual sensation seeking (M = 21.94) than the high-risk class. Additionally, only
15.7% of the sexual episodes reported by individuals in the low-risk class included the
use of substances. Regarding sexual assault and IPV, there was an 18.2%, 36.0%, and
20.3% probability that those in this class had experienced sexual assault, verbal IPV, and
physical IPV, respectively. Interestingly, the level of PTS of the low-risk class (M =
36.96) was comparable to that of the high-risk group. Overall, the contrasting level of
condom negotiation was the largest distinction between these two classes. The high-risk
class was termed the high-risk class and the low-risk class was labeled the low-risk class.
Three class solution. Next, a three-class solution was assessed. In addition to the
high-risk (28.35%) and the low-risk (39.56%) classes, a class that accounted for 32.09%
of the total sample emerged from the high-risk class described above. This additional
class was characterized by a moderate level of condom negotiation across all six
strategies (Mean range = 9.22 - 15.50) and a clinical level of PTS (M = 40.12). Individuals
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in this class also had normative levels of sexual sensation seeking (M = 24.28). Twentyone percent of the sexual episodes reported by individuals in this class involved the use
of substances. Regarding sexual assault and IPV, there was a 25.0%, 38.0%, and 29.0%
probability that those in the third class had experienced sexual assault, verbal IPV, and
physical IPV, respectively. Individuals in the third class had a higher likelihood of
reporting a history of sexual assault compared to the other two groups. These individuals
also had high levels of PTS. However, those in this class also endorsed moderate levels
of condom negotiation, differentiating them from the high-risk class. Therefore, the third
class was labeled the sexual assault class.
Four class solution. The four-class solution included the previously identified
classes: a high-risk class (29.60%), a sexual assault class (17.13%), a low-risk class
(40.19%), and the emergence of a fourth class which comprised 13.08% of the sample.
This fourth class was uniquely characterized by greater use of withholding sex (M =
18.55) and direct request (M = 17.69) as condom negotiation strategies compared to more
indirect strategies (Mean range = 6.18 -13.10). This class also had a higher prevalence of
substance use during sexual intercourse (29.9% of total sexual episodes) compared to the
other classes. This class also had clinical levels of PTS (M = 39.80) and normative levels
of sexual sensation seeking (M = 24.01). Among individuals in the fourth class, there was
a 17.0%, 39.5%, and 31.3% probability of sexual assault, verbal IPV, and physical IPV,
respectively. In sum, the fourth class appeared to discriminate between individuals who
had high levels of PTS and a high probability of experiencing IPV, based on their use of
direct condom negotiation strategies. Therefore, the fourth class was labeled the assertive
class.

35

Five class solution. The five class solution produced classes approximating those
of the four-class solution: a high-risk class (18.38%), an assertive class (13.71%), a
sexual assault class (14.95%), and a low-risk class (41.12%). The fifth class in this
solution represented 11.84% of the sample. This class endorsed using the direct request
(M = 10.78) and seduction (M = 11.20) condom negotiation strategies more than all other
condom negotiation strategies (Mean range = 5.82 - 7.02). This class had subclinical levels
of PTS (M = 35.58) and normative levels of sexual sensation seeking (M = 24.51).
Approximately 25% of all sexual episodes reported by this class included the use of
substances. Regarding sexual assault and IPV, there was a 17.8%, 55.7%, and 26.7%
probability of sexual assault, verbal IPV, and physical IPV, respectively. This class
highlighted a class of individuals who relied primarily on direct request and seduction as
condom negotiation strategies, therefore the class was labeled the direct request/seduction
class.
Six class solution. Similar to the previous models, the six-class solution included
a high-risk class (19.32%), an assertive class (13.71%), a sexual assault class (15.58%), a
low-risk class (17.13%), and a direct request/seduction class (11.53%). The sixth class
that emerged in this solution comprised 22.74% of the sample. Individuals in the sixth
class endorsed high to moderate rates of use for five of the six condom negotiation
strategies assessed (Mean range = 14.61 - 19.17), with deception (M = 8.22) being the least
utilized negotiation strategy within this class. This class also had the lowest levels of PTS
(M = 33.04), sexual sensation seeking (M = 19.72), and substance use during sexual
intercourse (5.6%) compared to all the other classes. As it relates to sexual assault and
IPV, there was a 16.1%, 28.9%, and 23.5% probability that those in this class had
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experienced sexual assault, verbal IPV, and physical IPV, respectively. This sixth class
seemed to have emerged from the original low-risk class, and characterized a subgroup of
individuals who had a lower level of sexual risk because of their lower prevalence rate of
substance use during sex. Therefore, this class was labeled the low substance use class.
Seven class solution. The seven-class solution included all previously identified
classes: a high-risk class (19.32%), an assertive class (12.46%), a sexual assault class
(15.58%), a low-risk class (15.27%), a direct request/seduction class (11.53%), and a low
substance use class (22.43%). The seventh class that emerged in this solution comprised
3.43% of the sample. Individuals in this class endorsed high to moderate rates of use for
all six of the condom negotiation strategies (Mean range = 13.11 - 18.67). The seventh
class was distinguished by having the highest level of PTS (M = 61.96) and sexual
sensation seeking (M = 27.48) compared to the other classes. This class also had the
highest probability of physical IPV (95.3%). There was a 38.7% and 31.6% probability
that those in this class had experienced sexual assault and verbal IPV, respectively.
Overall, this solution highlighted a small class of individuals who almost always used
substances before or during sex, had extremely high levels of PTS, and had the greatest
likelihood of a physical IPV history. Therefore, this class was labeled the physical IPV
class.
Selection of best-fitting solution. The models examining the eight-class and nineclass solutions were not trustworthy because of likelihood values that could not be
replicated due to local maxima. Therefore, the fit of seven models presented above were
evaluated. As can be seen from the above descriptions and information presented in Table
1, the fit indices across the seven models did not converge on one best-fitting solution.
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Therefore, model fit was evaluated based on both fit indices and conceptual meaning.
These evaluation criteria provided support for two solutions. First, the four-class solution
was parsimonious and provided better fit than the three-class solution based on the
adjusted LMR-LRT and the BST LRT indices. Additionally, entropy suggested that the
four-class solution accurately categorized individuals into their most likely class. The
five-class solution also emerged as a conceptually meaningful and well-fitting model
according to LMR LRT, BST LRT, and entropy. The addition of a fifth class
significantly improved the model fit, when compared to the four-class solution.
Additionally, entropy indicated slightly better overall classification of individuals than
the four-class solution. Both the four and five class solutions identified individuals that
had varying levels of sexual risk behavior based on their rates of condom negotiation,
rates of substance use before/during sexual intercourse, and rates of PTS. Although the
five-class solution had better overall model fit, it did not offer additional substantive
content over and beyond the four-class solution. Therefore, the four-class solution was
chosen as the best overall model because of its parsimony.
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Table 1
Fit Indices and Entropy for Latent Variable Mixture Models for k = 1 to k = 7 Class Solutions in Reference to Casual Partners
Number of classes

AIC

BIC

SABIC

LMR LRT

BST LRT

Entropy

1 Class

17228.216

17307.416

17240.807

––

––

1.00

2 Class

16176.253

16304.482

16196.54

1063.784 (p < .001)

1077.963 (p < .001)

0.90

3 Class

15745.178

15922.436

15773.359

451.063 (p < .001)

457.075 (p < .001)

0.89

4 Class

15477.249

15703.535

15513.225

290.064 (p = .01)

293.930 (p < .001)

0.91

5 Class

15349.039

15624.354

15392.81

152.187 (p = .02)

154.209 (p < .001)

0.92

6 Class

15260.986

15585.33

15312.551

112.553 (p = .41)

114.053 (p < .001)

0.89

7 Class

15227.738

15601.11

15287.098

58.469 (p = .68)

59.248 (p < .001)

0.90

Note. N = 321. k = number of classes in model. AIC= Akaike information criterion; BIC= Bayesian information criterion;
SABIC= sample-size adjusted Bayesian information criterion; LMRA LRT = Lo-Mendell-Rubin adjusted likelihood ratio test;
PBS LRT = Parametric bootstrapped likelihood ratio test. Underline indicates best fit.
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Follow-up analyses were conducted to identify factors that differentiated each class of the
four-class solution. ANOVAs followed by LSD post-hoc analyses as appropriate, were used to
compare the level of condom negotiation, PTS, sexual sensation seeking, and sex-related
substance use across the four classes. Chi-square tests were conducted to compare the prevalence
of sexual assault and IPV across the four classes. Four multinomial logistic regression models
were then conducted to examine the relation between history of IPV and class membership. In
the multinomial regressions, class membership was the dependent variable.
Generally, the classes of this solution were distinguished based on their differing levels
and styles of condom negotiation (all ps < .05). Individuals in the high-risk class reported
significantly lower levels of condom negotiation across most strategies compared to the other
classes (ps < .001). The high-risk and sexual assault class did not report significantly different
rates of use of the deception strategy (p = .18).
The low-risk class reported higher levels of condom negotiation than the other classes
across all types of condom negotiation (ps < .01), with the exception of the withholding sex
strategy. There was not a significant difference between those in the low-risk class and the
assertive class in terms of their use of the withholding sex strategy (p = .59).
The sexual assault class reported significantly less frequent use of the withholding sex
and direct request condom negotiation strategies compared to the other classes (p < .01).
Individuals in the sexual assault class reported using the seduction strategy significantly less
often than the low-risk class (p < .01). However, their use of seduction did not differ from those
in the assertive class (p = .50). The sexual assault class used the relationship conceptualizing and
risk information negotiation strategy more often than the assertive class (ps < .001) and less often
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that the low-risk class (ps < .001). These individuals reported using deception as a negotiation
strategy more often than the assertive class (p = .01).
PTS (F(3, 300) = 3.81, p = .01), sexual sensation seeking (F(3, 299) = 7.19, p < .001),
substance use (F(3, 208) = 5.74, p < .001), and history of physical IPV (Χ2 (6, n = 302) = 17.85,
p = .007) were other distinguishing factors across classes. Those in the sexual assault class
reported higher levels of PTS than those in the low-risk class (p = .03). Individuals in the lowrisk class had significantly lower levels of sexual sensation seeking compared to individuals in
the other classes (ps < .02). Members of the low-risk class reported a significantly lower rate of
sex-related substance use than those in the assertive (p = .01) and high-risk classes (p < .01).
Individuals without a history of IPV were more likely to be in the low-risk class than the highrisk class (OR = 4.27, CI: 1.99 – 9.15, p < .001), sexual-assault class (OR = 2.97, CI: 1.26 –
6.99, p = .01), and assertive class (OR = 3.82, CI: 1.48 – 9.90, p = .01). History of sexual assault
was also important in delineating class membership. However, the overall model examining the
differences in sexual assault history and class membership was only marginally significant (Χ2
(3, n = 307) = 7.25, p = .06). Detailed information about risk indicators for each class of the
four-class solution is presented in Table 2.
Both ANOVAs and chi-square test were conducted to examine the influence of
demographic and sex-related factors on class membership. Based on these analyses, the classes
also differed based on gender (Χ2 (6, n = 320) = 19.89, p = .003).

41

Table 2
Means, Standard Deviations, Frequencies and Percentages of Risk Profile Indicators for the Four-Class Solution in Reference to Casual Partners
Class
Total
High-Risk
Sexual Assault
Low-Risk
Assertive
N (% of Sample)
321(100)
95 (29.60)
55 (17.13)
129 (40.19)
42 (13.08)
Risk Factor
Mean/N (SD/ %)
Mean/N (SD/ %)
Mean/N (SD/ %)
Mean/N (SD/ %)
Mean/N (SD/ %)
Condom Negotiation Strategies
WH
13.52 (6.51)
4.84 (1.57)
11.72 (2.92)
19.17 (1.58)
18.57 (2.27)
DR
14.16 (6.08)
6.48 (3.71)
13.05 (2.91)
19.31 (1.45)
17.73 (2.80)
SD
12.11 (5.83)
11.40 (3.65)
7.09 (4.86)
15.94 (4.19)
13.07 (5.95)
RC
11.29 (6.34)
6.07 (2.78)
4.50 (1.37)
11.71 (2.13)
18.19 (2.39)
IN
11.45 (6.33)
7.52 (4.14)
4.93 (1.98)
11.85 (3.48)
17.67 (3.60)
DC
9.56 (5.13)
12.61 (5.45)
8.62 (4.27)
5.02 (1.66)
11.16 (2.94)
PTS
36.67 (14.87)
34.93 (13.23)
34.64 (14.22)
39.83 (16.30)
41.53 (16.59)
SSS
22.8 (7.14)
24.45 (7.20)
24.07 (8.11)
24.15 (6.33)
20.48 (6.34)
Substance use
0.19 (0.30)
.26 (.35)
.14 (.24)
.09 (.22)
.30 (.36)
Sexual assault (yes)
61(.20)
20 (0.22)
17 (0.14)
7 (0.17)
17 (0.30)
IPV
Verbal IPV
112 (.37)
35 (0.40)
20 (0.35)
41 (0.35)
16 (0.40)
Physical IPV
75 (.25)
29 (0.33)
16 (0.28)
13 (0.31)
17 (0.15)
Note. Ns ranged from 212-321. Missing data is not presented in the table. WH = Withholding sex. DR = Direct request. SD = Seduction, RC =
Relationship conceptualizing, RI = Risk information, DC = Deception, PTS = Posttraumatic stress, SSS= Sexual sensation seeking, IPV =
Intimate partner violence. Means and percentages that distinguished each class are bolded.
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Multinomial logistic regression revealed that that men were about three times less likely than
women to be in the low-risk class compared to the high-risk class (OR = 3.97, CI: 2.02-7.77, p <
.001), the sexual assault class (OR = 3.41, CI: 1.58 – 7.35, p < .001), and the assertive class (OR
= 2.90, CI:1.24 – 6.80, p < .001) . Detailed demographic and sexual behavior information for
each class is presented in Table 3 and Table 4.
Identification of classes for relationship partners.
Two class solution. A total of 333 participants were used to identify homogenous profiles
of sexual risk in reference to individuals’ relationship partners. As with the previous analysis, the
two-class solution indicated classes that could generally be described as high-risk and low-risk.
The high-risk class comprised 47.75% of the sample and the low-risk class included the
remaining 52.25 % of the sample. The high-risk class was characterized by low levels of condom
negotiation across all six strategies (Mean range = 4.84 - 6.35), clinical levels of PTS (M = 36.61),
and low levels of sexual sensation seeking (M = 17.00). Among those in the high-risk class,
19.7% of sexual episodes included the use of substances. Regarding sexual assault and IPV,
there was a 23.1%, 38.2%, and 33.6% probability that those in this class had experienced sexual
assault, verbal IPV, and physical IPV, respectively. The low-risk class had higher levels of
condom negotiation (Mean range = 11.64 - 17.72) than the high-risk class. Individuals in the lowrisk class had levels of PTS (M = 36.73) comparable to the high-risk class. However, the lowrisk class had higher levels of sexual sensation seeking (M = 19.25) than the high-risk class.
Sixteen percent of the sexual episodes reported by the low-risk class included the use of
substances. Regarding, sexual assault and IPV, there was a 16.7%, 36.0%, and 16.1% probability
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Table 3
Means, Standard Deviations, Frequencies, and Percentage for Demographic Factors for Four-Class Solution in Reference to Casual
Partners
Class
Total
High-Risk
Sexual Assault
Low-Risk
Assertive
N (% of Sample)
Demographic Factor
Age
Sex
Male
Female
Transgender
Race
African American
Asian
Multiracial
Native Hawaiian/ Pacific
Islander
Other
White
Ethnicity
Hispanic
Non-Hispanic
Classification
Freshman
Sophomore
Junior
Senior

Mean/N (SD/ %)
321
21.51 (5.76)

Mean/N (SD/ %)
95 (29.60)
22.47 (7.79)

Mean/N (SD/ %) Mean/N (SD/ %)
55 (17.13)
129 (40.19)
20.58 (3.74)
21.21 (5.26)

Mean/N (SD/ %)
42 (13.08)
21.48 (3.38)

80 (25.00)
238 (74.37)
2 (.63)

34 (35.80)
60 (63.16)
1 (1.05)

18 (32.73)
37 (67.27)
0 (0.00)

16 (12.40)
112 (86.82)
1 (0.76)

12 (29.27)
29 (70.73)
0 (0.00)

135 (42.19)
6 (1.88)
8 (2.50)

24 (25.26)
1 (1.06)
1 (1.05)

22 (40.00)
2 (3.64)
2 (3.64)

72 (55.81)
2 (1.55)
3 (2.33)

17 (40.48)
1 (2.38)
2 (4.76)

0 (0.00)

1 (1.82)

0 (0.0)

0 (0.0)

3 (3.16)
65 (68.42)

3 (5.45)
25 (45.54)

6 (4.65)
46 (35.66)

1 (2.38)
21 (50.00)

15 (4.69)
305 (95.31)

4 (4.21)
91 (95.79)

2 (3.64)
52 (94.55)

6 (4.65)
123 (95.35)

3 (7.14)
39 (92.86)

146 (45.48)
80 (24.92)
44 (13.71)
51 (15.89)

42 (44.21)
24 (25.26)
16 (26.84)
13 (13.68)

29 (52.73)
10 (18.18)
11 (20.00)
5 (9.09)

59 (45.74)
38 (29.46)
10 (7.75)
22 (17.05)

1 (.31)
13 (4.06)
157 (49.06)
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16 (38.10)
8 (19.05)
7 (16.66)
11 (26.19)
(Table 3 continues)

Table 3 (continued)
Means, Standard Deviations, Frequencies, and Percentage for Demographic Factors for Four-Class Solution in Reference to Casual
Partners
Class
Total
High-Risk
Sexual Assault
Low-Risk
Assertive
N (% of Sample)
Mean/N (SD/ %)
Mean/N (SD/ %) Mean/N (SD/ %)
Demographic Factor
321
95 (29.60)
55 (17.13)
Relationship status
Married/engaged
12 (12.63)
4 (7.27)
36 (11.21)
Divorced
3 (3.16)
0 (0.00)
6 (1.87)
Monogamous relationship (>
13 (35.20)
33 (34.74)
19 (34.55)
6 months)
Monogamous relationship (<
30 (9.35)
10 (10.53)
5 (9.10)
6 months)
Dating a few people
7 (7.37)
5 (9.10)
19 (5.92)
Not seeing anyone
30 (31.58)
22 (40.00)
117 (36.45)
Parent’s annual household
income
Low income
19 (20.00)
13 (23.64)
59 (18.38)
Middle income
23 (24.21)
14 (25.45)
85 (26.48)
High income
22
(23.16)
10 (18.18)
74 (23.05)
Don't know
31 (32.63)
18 (32.73)
103 (32.09)
Note. Ns ranged from 320-321. Missing data is not presented in the table.
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Mean/N (SD/ %)
129 (40.19)

Mean/N (SD/ %)
42 (13.08)

16 (12.40)
3 (2.33)

4 (9.52)
0 (0.00)

47 (36.43)

14 (33.33)

7 (5.43)

8 (19.05)

6 (4.65)
50 (38.76)

1 (2.38)
15 (35.71)

21 (16.28)
38 (29.46)
28 (21.71)
42 (32.56)

6 (14.29)
10 (23.81)
14 (33.33)
12 (28.57)

Table 4
Means, Standard Deviations, Frequencies, and Percentage for Sexual Behavior Factors for Four-Class Solution in Reference
to Casual Partners
Class
Total
High-Risk
Sexual Assault Low-Risk
Assertive
N (% of sample)

Mean/N
(SD/ %)
321

Mean/N
(SD/ %)
95 (29.60)

Sexual behavior factor
Sexual orientation
Exclusively heterosexual
236 (73.98)
62 (65.96)
Predominately heterosexual/ some
64 (20.06)
23 (24.47)
same-sex feelings
Equal heterosexual/same-sex feelings 4 (1.25)
2 (2.13)
Predominately same-sex/some
5 (1.57)
1 (1.06)
heterosexual feelings
Exclusively same-sex
10 (3.13)
6 (6.38)
Age of sexual debut
Vaginal sex
16.54 (1.86)
16.51 (1.84)
Oral sex
16.94 (2.11)
16.67 (2.24)
Anal sex
19.01 (3.01)
19. 19 (3.11)
Number of sexual partners
5.99 (5.85)
6.65 (6.46)
History of STI
No
223 (82.59)
70 (81.40)
Yes
47 (14.41)
16 (18.60)
Number of risky sexual activities
37.74 (65.17)
55.26 (84.89)
in the past six months
Note. Ns ranged from 80-321. Missing data is not presented in the table.
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Mean/N
(SD/ %)
55 (17.13)

Mean/N
(SD/ %)
129 (40.18)

Mean/N
(SD/ %)
42 (13.08)

46 (83.64)

103 (80.47)

25 (59.52)

7 (12.73)

20 (15.63)

14 (33.33)

0 (0.00)

2 (1.56)

0 (0.00)

1 (1.82)

1 (.78)

2 (4.76)

1 (1.82)

2 (1.56)

1 (2.38)

16.07 (1.79)
16.16 (1.73)
18.76 (2.44)
6.03 (5.53)

16.72 (1.88)
17.57 (2.15)
19.24 (3.23)
5.03 (5.48)

16.78 (1.94)
17.08 (1.72)
18.67 (3.37)
6.86 (5.57)

33 (71.74)
13 (28.26)

87 (87.00)
13 (13.00)

33 (86.84)
5 (13.16)

39.75 (61.58)

25.18 (52.34) 32.12 (41.76)

that those in this class had experienced sexual assault, verbal IPV, and physical IPV,
respectively. Overall, the different level of condom negotiation was the largest distinction
between these two classes.
Three class solution. Next, a three-class solution was assessed. Another class, which
comprised 26.73% of the total sample, emerged in this solution. This third class was
characterized by moderate levels of condom negotiation across all six strategies (Mean range =
9.08 - 14.98) and clinical levels of PTS (M = 39.15). Individuals in this class also had normative
levels of sexual sensation seeking (M = 19.32). Twenty one percent of the sexual episodes
reported by individuals in this additional class involved the use of substances. Among the
individuals in the third class, there was a 16.6%, 40.8%, and 19.1% probability that those in this
class had experienced sexual assault, verbal IPV, and physical IPV, respectively. The third class
was labeled the high substance use class because it had the highest rate of substance use
before/during sexual intercourse among the three classes.
Four class solution. The four-class solution included the previously identified classes: a
high-risk class (46.55%), a high substance use class (17.42%), a low-risk class (27.63%), and the
emergence of a fourth class that comprised 8.41% of the sample. This fourth class was uniquely
characterized by more frequent use of withholding sex (M = 17.64) and direct request (M =
18.85) as condom negotiation strategies compared to indirect strategies (Mean range = 5.45 13.03). This class also had a high rate of substance use during sexual intercourse (21.8% of total
sexual episodes) and a clinical level of PTS (M = 37.83). Additionally, this class had higher
levels of sexual sensation seeking (M = 20.77) than any other class in the solution. Among
individuals in the fourth class, there was a 17.6%, 51.7%, and 11.1% probability of sexual
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assault, verbal IPV, and physical IPV, respectively. Individuals in the fourth class used direct
condom negotiation strategies more often than indirect strategies and had high levels of
substance use during sexual intercourse. Therefore this class was labeled the assertive class.
Five class solution. The five-class solution produced classes approximating those of the
four-class solution: a high-risk class (43.24%), an assertive class (8.71%), a high substance use
class (13.81%), and a low-risk class (24.32%). The fifth class of this solution represented 9.91%
of the sample. This class endorsed using the direct request (M = 10.55) and seduction (M =
10.31) condom negotiation strategies more than all other condom negotiation strategies (Mean
range

= 6.85-8.34). Compared to all the other classes, this class had the highest levels of PTS (M =

40.08) and lowest levels of sexual sensation seeking (M = 17.24). Approximately 16.9% of all
sexual episodes reported by this class included the use of substances. Regarding sexual assault
and IPV, there was a 12.4%, 38.6.7%%, and 34.4% probability of sexual assault, verbal IPV, and
physical IPV, respectively. This class highlighted a class of individuals who relied primarily on
direct request and seduction as condom negotiation strategies, had a high probability of
experiencing IPV, and had severe levels of PTS; therefore the class was labeled the IPV class.
Six class solution. Similarly to the previous models, the six-class solution included a
high-risk class (43.54%), an assertive class (8.71%), a high substance use class (13.81%), a lowrisk class (16.52%), and an IPV class (9.31%). The sixth class that emerged in this solution
comprised 8.11% of the sample. Individuals in the sixth class endorsed high to moderate rates of
use for five of the six condom negotiation strategies assessed (Mean range = 15.97-19.50), with
deception (M = 6.19) being the least utilized negotiation strategy among this class. This class
also had normative levels of PTS (M = 33.04). The sixth class reported a level of sexual

48

sensation seeking (M = 19.36) and substance use during sexual intercourse (18.4%) comparable
to the assertive class. As it relates to sexual assault and IPV, there was a 20.5%, 29.6%, and
14.5% probability that those in this class had experienced sexual assault, verbal IPV, and
physical IPV, respectively. This sixth class seemed to have emerged from the original low-risk
class and identified individuals who had a relatively high rate of verbal IPV and the lowest levels
of PTS. Therefore, this class was labeled the low PTS class.
Seven class solution. The seven-class solution included all previously identified classes:
a high-risk class (43.54%), an assertive class (6.91%), a high substance use class (14.41%), a
low-risk class (16.22%), an IPV class (9.91%), and a low PTS class (7.21%). The seventh class
that emerged in this solution comprised 1.80% of the sample. Individuals in this class endorsed
high rates of use for the following condom negotiation strategies: withholding sex (M = 19.98),
direct request (M = 16.83), and seduction (M = 18.30). This class reported conveying risk
information to their partners at a moderate rate (M = 14.70). Lastly, relationship conceptualizing
(M = 7.38) and deception (M = 4.53) negotiation strategies were the least utilized strategies. The
seventh class was distinguished by having the lowest level of PTS (M = 30.34) and highest rate
of substance use before/during sex (36.3%). Their level of sexual sensation seeking (M = 19.96)
was comparable to the other classes and within normal limits. There was a 16.8%, 0.00%, and
32.7% probability that those in this class had experienced sexual assault, verbal IPV, and
physical IPV, respectively. Overall, this solution revealed a small class of individuals who had
high rates of substance use before/during sex, low levels of PTS, and variable patterns of
condom negotiation. Therefore, this class was labeled the moderate risk class.
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Selection of best-fitting solution. Similarly to the models referring to participants’ casual
sexual partners, the models examining solutions with eight-classes were deemed untrustworthy
based on the inability to reach a global likelihood value, therefore the fit indices of the seven
solutions described above were evaluated. Unlike the models examining risk factors for casual
sex partners, there was convergence among most of the fit indices onto one, single, best-fitting
solution for the models examining the risk profiles related to relationship sex partners (see Table
5). The fit statistics across indices and the conceptual utility of the six-class solution indicated
that it was the most supported model. This class had the lowest BIC and SABIC values. Based
on the adjusted LMR-LRT and the BST LRT, the model fit of the six-class solution was
statistically better than the five-class solution. Furthermore, the addition of another class (i.e., the
seven-class solution) did not significantly improve model fit. Entropy indicated excellent overall
coverage. Conceptually, the six-class solution highlighted several interesting classes of
individuals based on their sexual risk. These classes included a high-risk class, an assertive class,
a high substance use class, a low-risk class, an IPV class, and a low PTS class. Detailed
information about risk level across classes for the six-class solution is presented in Table 6.
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Table 5
Fit Indices and Entropy for Latent Variable Mixture Models for k = 1 to k = 7 Class Solutions in Reference to Relationship Partners
Number of classes

AIC

BIC

SABIC

LMRA LRT

BST LRT

Entropy

1 Class

17481.094

17561.065

17494.452

––

––

1

2 Class

16007.419

16136.896

16029.045

1480.073 (p < .001)

1499.675 (p < .001)

0.89

3 Class

15480.963

15659.945

15510.858

545.235 (p = .002)

552.456 (p < .001)

0.88

4 Class

15.186.776

15415.264

15224.94

316.002 (p = .21)

320.187 ( p < .001)

0.9

5 Class

15021.43

15299.424

15067.863

188.845 (p = .06)

191.346 (p < .001)

0.9

6 Class

14855.058

15182.558

14909.76

189.858 (p = .01)

192.372 (p < .001)

0.9

7 Class

14810.573

15187.579

14873.544

68.934 (p = .36)

69.847 (p < .001)

0.91

Note. N = 333. k = number of classes in model. AIC= Akaike information criterion; BIC= Bayesian information criterion; SABIC=
sample-size adjusted Bayesian information criterion; LMRA LRT = Lo-Mendell-Rubin adjusted likelihood ratio test; PBS LRT =
Parametric bootstrapped likelihood ratio test. Underline indicates best fit.
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Table 6
Means, Standard Deviations, Frequencies, and Percentages for the Risk Profiles for the Six Class Solution in Reference to Relationship Partners
Class

N (% of sample)
Risk factor
Condom negotiation
strategies
WH

Total Sample

Assertive

High-Risk

High
Substance
Use

333
Mean/N
(SD/ %)

29 (8.71)
Mean/N
(SD/ %)

145 (43.54)
Mean/N
(SD/ %)

46 (13.81)
Mean/N
(SD/ %)

31 (9.31)
Mean/N
(SD/ %)

55 (16.52)
Mean/N
(SD/%)

27 (8.12)
Mean/N
(SD/ %)

11.16 (6.82)

17.41 (3.81)

4.31 (1.48)

12.61 (3.20)

7.48 (2.93)

19.25 (1.97)
19.70 (.85)
17.45 (4.14)
19.36 (1.68)
19.28 (1.57)
17.23 (3.00)
36.11 (15.99)
20.67 (7.12)

19.48 (1.156)
19.30 (1.49)
15.89 (4.48)
17.85 (4.03)
18.19 (1.92)
6.04 (2.21)
32.81 (12.70)
19.63 (5.25)

IPV

Low-Risk

Low PTS

DR
11.79 (6.67)
18.83 (1.51)
4.37 (.93)
13.41 (2.33) 10.71 (1.87)
SD
10.69 (6.31)
13.10 (6.12)
12.11 (3.13) 10.26 (5.01)
5.30 (3.64)
RC
10.41(6.57)
10.76 (5.81)
4.12 (.55)
12.74 (2.61)
8.39 (4.00)
RI
9.85 (6.47)
5.52 (2.18)
4.15 (.61)
13.35 (2.40)
6.77 (2.80)
DC
8.31(5.27)
7.17 (3.27)
4.18 (.64)
11.50 (2.61)
6.71 (2.60)
PTS
36.67 (14.87) 37.36 (16.80) 35.81 (13.70) 38.83 (16.75) 40.48 (14.30)
SSS
18.15 (5.47)
22.04 (6.79) 24.53 (6.84) 23.00 (8.12) 22.84 (7.13)
Substance use before or
0.19 (0.45)
.20 (.31)
.20 (.32)
.11 (.15)
.12 (.26)
.18 (.34)
.24 (.35)
during sex
Sexual assault (Yes)
61(.20)
5 (0.17)
31 (.26)
8 (0.18)
4 (0.13)
7 (0.13)
6 (.21)
Verbal IPV
112 (.37)
15 (0.54)
46 (0.39)
16 (0.33)
12 (0.40)
15 (0.30)
8 (0.30)
Physical IPV
75 (.25)
3 (0.11)
38 (0.32)
9 (0.19)
10 (0.20)
4 (0.15)
11 (.35)
Note. Ns= 302-333. Missing data are not presented in the table. WH = Withholding sex. DR = Direct request. SD = Seduction, RC = Relationship
conceptualizing, RI = Risk information, DC = Deception, PTS = Posttraumatic stress, SSS= Sexual sensation seeking, IPV = Intimate partner
violence. Means and percentages that distinguished each class are bolded.
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Follow up analyses were conducted to identify factors that differentiated each class included the
six-class solution. ANOVAs, followed by LSD post-hoc analyses as appropriate, were used to
compare the level of condom negotiation, PTS, sexual sensation seeking, and sex-related
substance use across the six classes. Chi-square tests were conducted to compare the prevalence
of sexual assault and IPV across the six classes. Chi square tests were followed by multinomial
logistic regression models to examine the relation between history of IPV and class membership.
In the multinomial regressions, class membership was the dependent variable.
Generally, the classes of this solution were distinguished based on their differing levels
and style of condom negotiation. The low-risk and low PTS classes had the highest rates of
condom negotiation across five of the six strategies compared to the other classes (ps < .05).
However, use of the direct request strategy did not differ between those in the low-risk and
assertive classes (p = .13) or the low PTS and assertive classes (p = .02). In addition, use of the
seduction strategy did not differ between those in the assertive class and those in the low PTS
class (p = .21). The low-risk class used the deception strategy significantly more than those in the
low PTS class (p < .001). The high-risk class had the lowest levels of condom negotiation across
all six strategies compared to all the other classes (ps < .01).
The high substance use class reported using five of the six condom negotiation strategies
more often than the high-risk (ps < .001) and IPV classes (ps < .001). The high substance use
class endorsed more frequent use of the seduction strategy than the high-risk class (p < .001).
The high substance use class did not differ from the IPV class (p = .89) or the assertive class (p =
1.00) in terms of their use of seduction to negotiate condom use.
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The IPV class reported more frequent use of all six condom negotiation strategies
compared to the high-risk class (p < .001) and reported less frequent use of all six strategies
compared to the low-risk class (p < .001). However, the IPV class’ use of the deception strategy
was not significantly different from those in the assertive class (p = 1.00) or the low PTS class (p
= 1.00). The assertive class had higher levels of the withholding sex and direct request condom
negotiation strategies than those in the high-risk (ps < .001), high substance use (ps < .001), and
IPV classes (ps < .001), but endorsed lower levels of withholding sex when compared to the lowrisk (p = .01) and low PTS classes (p = .02). The rate of condom negotiation through direct
request did not differ among the assertive class, the low-risk class (p = .13), or the low PTS class
(p = 1.00).
Sexual sensation seeking (F(5, 297) = 3.59, p = .004) and history of IPV (Χ2 (10, n =
302) = 21.52, p = .002) also differentiated the classes. The high-risk class had the highest level of
sexual sensation seeking, which was significantly higher than the levels of sexual sensation
seeking of the low-risk (p = .02) and low PTS classes (p = .02). Multinomial logistic regression
revealed that that those without a history of physical IPV were less likely than those with a
history of physical IPV to be in the high-risk (OR = .24, CI: .07 -.79, p = .02) or the IPV class
(OR = .19, CI: .05 -.81, p = .03) compared to the low-risk class. Those without a history of IPV
were also less likely than those with a history of physical IPV to be in the high-risk class (OR =
.39, CI: .16 – .95, p = .04) compared to the high substance use class. Those without a history of
IPV were more likely than those with a history of physical IPV to be in the low PTS class (OR =
5.16, CI: 1.23 – 21.55, p = .03) compared to the IPV class. Those without a history of IPV were
more likely than those with a history of physical IPV to be in the low PTS class (OR = .24, CI:
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.07 -.79, p = .02) compared to the high-risk class. Individuals with a history of verbal IPV were
more likely than those with a history of physical IPV to be in the assertive class compared to the
IPV class (OR = 4.58, CI: .07 -.79, p = .05) or the high-risk class (OR = 4.13, CI: 1.11 – 15.34, p
= .03).
The classes also differed based on relationship status (Χ2 (30, n = 333) = 44.48, p = .04),
STI history (Χ2 (5, n = 270) = 26.60, p < .001), and the number of risky sexual acts performed in
the last 6 months (F(5, 296) = 9.22, p < .001). Multinomial logistic regression revealed that those
who were in a long-term monogamous relationship (OR = 4.16, CI: 1.15 – 15.00, p = .03) and
those who were in a short-term monogamous relationship (OR = 14.57, CI: 1.47 – 144.28, p <
.001) were more likely than those who were not dating to be in the assertive class compared to
the low PTS class. Those who were married or engaged (OR = 9.07, CI: 1.4 – 72.34.28, p = .04)
and those who were in a long-term monogamous relationship (OR = 3.13, CI: 1.20 – 8.20, p =
.02) were more likely than those who were not dating to be in the high-risk class compared to the
low PTS class. Those who were in short-term monogamous relationships (OR = 10.20, CI: 1.07
– 97.41, p = .04) were more likely than those who were not dating to be in the IPV class
compared to the low PTS class.
Those who were in short-term monogamous relationships were more likely to be in the
assertive class than the high-risk class (OR = 4.29, CI: 1.16 – 15.79, p = .03) or the low-risk class
(OR = 5.36, CI: 1.18 – 24.44, p = .03) compared to those who were not dating. Individuals who
were married or engaged were less likely to be in high substance use class (OR = .18, CI: .04 –
.83, p = .03) and the low-risk class (OR = .30, CI: .09 – .96, p = .04) compared to the high-risk
class.
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Regarding STI history, those without a history of a STI were less likely to be in the highrisk class (OR = .42, CI: .19 – .93, p = .03), but more likely to be in the low-risk class (OR =
5.63, CI: 1.27 – 24.91, p = .02) than to be in the assertive class. Those without a STI history were
also more likely to be in the IPV-class (OR = 4.08, CI: 1.18 – 14.08, p = .03), the low-risk class
(OR = 13.37, CI: 2.81 – 63.70, p = .001) and the low PTS class (OR = 11.74, CI: 1.42 – 97.42, p
= .02) compared to the high-risk class.
In addition, individuals in the high-risk class reported significantly more lifetime sexual
partners than those in the IPV class (p = .02) and the low-risk class (p = .01). Similarly, those in
the high-risk class reported significantly more episodes of risky sexual behavior in the past 6
months than those in the assertive class (p = .01), high substance use class (p < .001), low-risk
class (p < .001), and low PTS class (p = .001). Detailed demographic and sexual behavior
information for each class is presented in Table 7 and Table 8.
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Table 7
Means, Standard Deviations, Frequencies, and Percentage for Demographic Factors for Six-Class Solution in Reference to Relationship Partners
Class
High
Total
Assertive
High-Risk Substance
IPV
Low-Risk
Low PTS
Use
N (% of Sample)
29 (8.71)
145 (43.54) 46 (13.81)
31 (9.31)
55 (16.52)
27 (8.12)
Demographic Factor
Age
Sex
Male
Female
Transgender
Race
African American
Asian
Multiracial
Native Hawaiian/Pacific Islander
Other
White
Ethnicity
Hispanic
Non-Hispanic
Classification
Freshman
Sophomore
Junior
Senior

Mean/N
(SD/ %)

Mean/N
(SD/ %)

21.42 (5.67)
82 (24.70)
248 (74.70)
2 (.60)

20.28 (2.22)

Mean/N
(SD/ %)

Mean/N
(SD/ %)

Mean/N
(SD/ %)

Mean/N
(SD/ %)

Mean/N
(SD/ %)

22.42 (7.06)

21.14 (4.49)

19.81 (2.63)

20.89 (5.64)

20.70 (3.11)

6 (20.69)
23 (79.31)
0 (0.00%)

37 (25.52)
107 (73.79)
1 (0.69)

15 (32.61)
31 (67.39)
0 (0.00)

9 (29.03)
22 (70.96)
0 (0.00)

10 (18.52)
43 (79.63)
1 (1.85)

5 (18.52)
22 (81.48)
0 (0.00)

141 (42.47)
8 (2.41)
10 (3.01)
2 (.60)
13 (3.92)
158 (47.59)

8 (27.59)
1 (3.45)
1 (3.45)
0 (0.00)
1 (3.45)
18 (62.07)

56 (38.89)
3 (2.08)
6 (4.17)
1 (0.69)
3 (2.08)
75 (52.08)

19 (14.30)
2 (4.38)
2 (4.38)
1 (2.17)
2 (4.38)
20 (43.48)

12 (38.71)
0 (0.00)
0 (0.00)
0 (0.00)
1 (3.23)
18 (58.06)

32 (58.18)
2 (3.64)
1 (1.85)
0 (0.00)
4 (7.27)
16 (29.10)

14 (51.85)
0 (0.00)
0 (0.00)
0 (0.00)
2 (7.41)
11 (40.74)

15 (4.51)
317 (95.48)

3 (10.34)
26 (89.66)

4 (2.76)
141 (97.24)

4 (8.89)
41(91.11)

1 (3.23)
30 (96.77)

2 (3.64)
53(96.36)

1 (3.70)
26 (96.30)

155 (46.55)
81 (24.32)
46 (13.81)
51 (15.32)

12 (41.38)
5 (17.24)
3 (10.34)
9 (31.03)

62 (42.76)
35 (24.14)
28 (19.31)
20 (13.79)

24 (52.17)
10 (21.74)
4 (8.70)
8 (17.39)

18 (58.06)
5 (16.13)
4 (12.90)
4 (12.90)

28 (50.91)
16 (29.10)
7 (12.73)
4 (7.27)

11 (40.74)
10 (37.04)
0 (0.00)
6 (22.22)
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Table 7 (continued)
Means, Standard Deviations, Frequencies, and Percentage for Demographic Factors for Six-Class Solution in Reference to Relationship Partners
Class
Total
Assertive
High-Risk
High
IPV
Low-Risk
Low PTS
Substance
Use
N (% of Sample)
29 (8.71)
145 (43.54) 46 (13.81)
31 (9.31)
55 (16.52)
27 (8.12)
Demographic Factor
Mean/N
Mean/N
Mean/N
Mean/N
Mean/N
Mean/N
Mean/N
(SD/ %)
(SD/ %)
(SD/ %)
(SD/ %)
(SD/ %)
(SD/ %)
(SD/ %)
Relationship status
Married/engaged
36 (10.81)
1 (3.45)
16 (11.03)
2 (4.38)
2 (6.45)
2 (3.64)
0 (0.00)
Divorced
6 (1.80)
1 (3.45)
3 (2.07)
0 (0.00)
0 (0.00)
2 (3.64)
0 (0.00)
Monogamous relationship
116 (34.83) 12 (41.38)
58 (40.00)
14 (30.43)
9 (29.03)
16 (29.10)
7 (25.93)
(> 6 months)
Monogamous relationship
31 (9.31)
6 (20.69)
9 (6.21)
5 (10.87)
6 (19.35)
4 (7.27)
1 (3.70)
(< 6 months)
Dating a few people
19 (5.71)
0 (0.00)
6 (4.14)
4 (8.70)
4 (12.90)
4 (7.27)
1 (3.70)
Not seeing anyone
125 (37.54) 7 (24.14)
45 (31.03)
21 (45.65)
10 (32.26)
25 (45.45)
17 (62.96)
Parent’s annual household income
Low income
63 (18.92)
2 (6.90)
31 (21.38)
13 (28.26)
2 (6.45)
9 (16.36)
6 (22.22)
Middle income
86 (25.83)
8 (27.59)
36 (24.83)
8 (17.39)
10 (32.26)
12 (21.81)
12 (44.44)
High income
76 (22.83)
9 (31.03)
28 (19.31)
13 (28.26)
10 (32.26)
14 (25.45)
2 (7.41)
Don't know
108 (32.43) 10 (34.48)
50 (34.48)
12 (26.09)
9 (29.03)
20 (36.36)
7 (25.93)
Note. Ns ranged from 302-333. Missing data is not presented in the table.
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Table 8
Means, Standard Deviations, Frequencies, and Percentage for Sexual Behavior Factors for Six-Class Solution in Reference to Relationship
Partners
Class
Total

Assertive

High-Risk

High
Substance
Use

Mean/N
(SD/ %)

29 (8.71)
Mean/N
(SD/ %)

145 (43.54)
Mean/N
(SD/ %)

46 (13.81)
Mean/N
(SD/ %)

31 (9.31)
Mean/N
(SD/ %)

55 (16.52)
Mean/N
(SD/ %)

27 (8.12)
Mean/N
(SD/ %)

39 (84.78)

23 (74.19)

41 (75.93)

23 (85.19)

6 (13.05)

7 (22.58)

11 (20.37)

2 (7.41)

0 (0.00)

0 (0.00)

0 (0.00)

1 (3.70)

0 (0.00)

0 (0.00)

0 (0.00)

1 (3.70)

1 (2.17)

1 (3.23)

2 (3.70)

0 (0.00)

16.30 (1.84)
16.75 (2.25)
18.38 (2.39)
6.00 (4.86)

16.55 (1.59)
16.64 (1.20)
19.00 (3.24)
4.37 (3.75)

16.65 (2.29)
17.26 (2.08)
17.67 (4.23)
4.38 (4.91)

17.06 (2.11)
17.25 (1.69)
19.00 (2.71)
4.31 (3.28)

23 (60.53)
15 (39.47)

25 (86.21)
4 (13.79)

41 (95.35)
2 (4.65)

18 (94.74)
1 (5.26)

N (% of sample)
Sexual behavior factor

Sexual orientation
Exclusively heterosexual
244 (73.72) 20 (68.97)
98 (68.06)
Predominately heterosexual/
67 (20.24)
7 (24.13)
34 (23.61)
some same-sex feelings
Equal heterosexual/same-sex
5 (1.51)
0 (0.00)
4 (2.78)
feelings
Predominately same-sex/some
5 (1.51)
0 (0.00)
3 (2.08)
heterosexual feelings
Exclusively same-sex
10 (3.02)
1 (3.45)
5 (3.47)
Age of sexual debut
Vaginal sex
16.54 (1.86) 17.32 (1.67)
16.36 (1.77)
Oral sex
16.94 (2.11) 17.04 (1.72)
16.91 (2.24)
Anal sex
19.01 (3.01) 16.00 (2.35)
19.60 (2.86)
Number of sexual partners
5.99 (5.85)
5.36 (6.08)
7.33 (6.81)
History of STI
No
223 (82.59) 25 (100.00)
91 (78.5)
Yes
47 (17.41)
0 (0.00)
25 (21.55)
Number of risky sexual activities
37.74 (65.17) 21.04 (27.28) 65.98 (84.2)
in the past six months
Note. Ns ranged from 302-333. Missing data is not presented in the table.
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IPV

Low-Risk

Low PTS

20.41 (50.28) 37.29 (43.81)

10.61 (30.12) 11.85 (26.64)

Risk Profiles, Intentions, and Condom Use (Aim 2)
Aim 2 of this study was to compare the intentions-condom use association across classes
of the models selected in Aim 1. A maximum-probability assignment approach and Wald’s test
was used to estimate and compare the parameters representing the correlation between condom
use intentions and condom use. However, while conducting the analyses to examine the
intentions-condom use association two statistical problems arose: (a) the models were nonidentified and (b) the models were not positive definite. Identification refers to the ability of the
model to measure the desired parameters based on known information. Simply put, if there is
more unknown information (i.e., parameters to be estimated) than known information (i.e.,
known values for parameters) a model is not identified (Hatcher, 2006). Identification is a
function of sample size, estimated parameters, and known parameters (Hatcher, 2006). As a
result of non-identification, the models were non-positive definite, meaning that the determinant
of the correlation matrix was not a positive number (Rigdon, 1997). These two statistical issues
appeared to be the result of a substantial amount of missing data and the limited sample size of
each model. Specifically, the high attrition rate (59.05%) and the low prevalence of sexual
intercourse with casual partners (n = 26) and relationship partners (n = 87) at Time 2, the models
estimating the intentions-condom use association were not interpretable. Therefore, several
strategies were used to address the limited sample size and missing data. Specifically, several
parameters were set to be equal in each of the models to reduce the number of parameters to be
estimated and the intentions-condom use parameter was estimated separately for each class of
each model. However, these solutions did not resolve the issues of identification.
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Due to the identification issues encountered when estimating the association between
Time 1 intentions and Time 2 condom use, models were conducted to examine the crosssectional association between intentions and condom use at Time 1. A cross-sectional
examination of the intentions-condom use association was explored as a solution to the
identification issues of the previous analyses because of the lack of missing data and greater
sample size. However, the same issues of identification were encountered in these analyses.
Although the sample sizes were larger when examining the cross sectional association between
intentions and condom use for relationship (n = 169) and casual partners (n = 57), the sample
sizes were not large enough to estimate the necessary parameters for the six and four-class
models, respectively.
In light of the barriers to estimating the intentions-condom use association for each class
of the solutions, the intentions-condom use association was not compared across classes. Instead,
the overall correlation between baseline intentions and condom use was examined separately for
each partner type. There was a significant association between baseline intentions to use a
condom and condom use during sex with a casual partner at the one-month follow up (n = 57, r =
.55, p < .01). Baseline intentions to use a condom with a relationship partner were significantly
related to subsequent condom use during sex with a relationship partner (n = 169, r = .86, p <
.001). Using a Fisher r to z transformation, the correlation coefficients for the intentions-condom
use association were compared between those who reported sexual intercourse with a casual and
relationship partner. The correlation coefficient for association between baseline intentions and
condom use at Time 2 was significantly greater for those who reported sexual intercourse with a
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relationship partner when compared to those who reported engaging in sexual intercourse with a
casual partner (z = 4.31, p < .001).
ANOVAs were used to examine the association between class membership and baseline
condom use. Baseline condom use was used as the dependent variable because of the large
amount of missing data and low sample size that characterized the Time 2 condom use data.
Therefore, analyses examined the association between class membership and mean rate of
baseline condom use for both casual and relationship partners. Mean rates of condom use were
compared across the latent classes of each model.
Participants reported using condoms during approximately 69% (SD = .46) of all their
episodes of casual sex at baseline. Class membership was associated with condom use during sex
with a casual partner (F(3, 53) = 3.73, p = .02). Those in the low-risk class (n = 11, M = .85, SD
= .31) had the highest rate of condom use, followed by individuals in the assertive class (n = 11,
M = .82, SD = .38), the sexual assault class (n = 15, M = .72, SD = .44), and the high-risk class (n
= 20, M = .38, SD = .49). Post-hoc analyses indicated that those in the high-risk class reported
significantly lower rates of condom use than all other classes in the solution (ps < .05). However,
rates of condom use did not differ among the assertive, sexual assault, and low-risk classes (ps >
.05).
Analyses also examined the relation between class membership and baseline rates of
condom use in reference to participants’ relationship partners. Participants reported using
condoms during 39% of episodes of sex with their relationship partner at baseline. Class
membership significantly predicted condom use during sex with a relationship partner (F(5, 163)
= 22.80, p < .001). Across the six classes, those in the low PTS class (n = 6, M = 1.00, SD = .00)
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had the highest rate of condom use, followed by individuals in the assertive class (n = 18, M =
.83, SD = .37), the low-risk class (n = 19, M = .73, SD = .45), the high substance use class (n =
15, M = .73, SD = .41), the IPV class (n = 19, M = .34, SD = .42), and the high-risk class (n = 92,
M = .15, SD = .33). Post-hoc analyses indicated that those in the high-risk and IPV classes
reported significantly lower rates of condom use than all the other classes in the solution (ps <
.05). However, rates of condom negotiation did not differ among the assertive, high substance
use, low-risk, and low PTS classes (ps > .05).
Discussion
The purpose of the present study was to extend previous research by using a personcentered approach to identify configurations of sexual risk among young adults and examine
how these profiles of risk influence the intentions-condom use association. The factors examined
in this study were investigated because of their demonstrated association with risky sexual
behavior. Therefore, it is important to appreciate the extent to which the sample, as a whole,
endorsed these factors and to examine the sample’s overall level of sexual risk.
The individuals in this study were representative of the broader young adult population as
it related to their sexual risk. Participants reported inconsistent condom use during vaginal sex,
rare condom use during anal sex, and almost never using a condom during oral sex, which is
consistent with national reports on the condom use patterns of college students (ACHA, 2007).
Nationally, 15% of college students report never using condoms, 4% report rarely using
condoms, 4% report sometimes using condoms, 7% report using condoms most of the time, and
18% report always using a condom during the last 30 days (ACHA, 2007). Participants reported
more frequent condom negotiation with causal partners compared to relationship partners
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(Buysse & Ickes, 1999). Participants also endorsed engaging in sex-related substance use almost
20% of the time, which is comparable to estimates reported by the 2011 Youth Behavior Risk
Survey (CDC, 2012). Among the sample of this study, the average level of posttraumatic stress
fell within the clinical range. Approximately 20% of individuals in this study had a history of
sexual assault, which is comparable to the national sexual assault prevalence rates of 18.3% to
1.4% for women and men, respectively (Black et al., 2011). As it relates to IPV, about 37% and
25% of participants reported having a history of verbal or physical IPV, respectively. These rates
are also similar to national prevalence rates for verbal victimization (i.e., 48.4% and 48.8% for
women and men, respectively) and physical IPV (i.e., 24.3%-35.6% for women and 13.8%28.5% for men; Black et al., 2011). Participants in this study reported a level of sexual sensation
seeking similar to other young adult samples (Gaither & Sellbom, 2003). These elevated levels
of sexual risk reported by this sample are representative of the national profile of sexual risk
among young adults, therefore the classes revealed in the results of Aim 1 of this study may be
generalizable to other ethnically diverse college samples.
The first goal of this study was to identify subgroups of individuals with similar levels of
sexual risk based on their levels of condom negotiation, PTS, sexual sensation seeking, substance
use before and during sexual intercourse, history of sexual assault, and history of IPV. These
subgroups were identified in reference to individuals’ casual and relationship partners separately.
Latent variable mixture modeling was utilized to identify these subgroups. Based on fit indices
and the conceptual meaning of each model, a four-class solution was chosen to represent the
sexual risk profiles of participants as it related to sex with causal partners. Using the same
evaluation criteria, a six-class solution was chosen to represent the sexual risk profile of
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participants as it related to sex with relationship partners. The classes of these solutions
supported the hypothesis of the first aim of the study. In both models, a high-risk, low-risk, and
trauma class emerged. Analyses also revealed other interesting classes of individuals with similar
risk profiles.
Description of the Four-Class Solution for Casual Partners
The four classes that characterized the sexual risk of individuals in relation to their casual
sex partners included a low-risk class, a high-risk class, an assertive class, and a sexual assault
class. The two largest classes were the high-risk and low-risk classes, which represented general
high and low sexual risk groups, respectively. The profile of the high-risk class described
individuals who endorsed characteristics that were indicative of traditional sexual risk. For
example, this class reported that they rarely used any strategy to negotiate condom use with their
casual sex partners. Consistent with prior research, individuals in this class used substances
before or during 26% of their sexual encounters, had the highest probability of physical IPV
compared to the other classes, and had a high probability of sexual assault (Koenig et al., 2004).
In contrast, the characteristics of the low-risk class were indicative of individuals who
would not be expected to engage in risky sexual behavior. Individuals in the low-risk class had
the highest rates of condom negotiation with a casual sex partner compared to the other classes.
This class also had the lowest level of PTS and sexual sensation seeking across all classes.
Lastly, these individuals had the lowest rates of sex-related substance use, sexual assault, and
physical IPV compared to the other classes.
Whereas the high-risk and low-risk classes described general high and low risk sexual
profiles, the assertive and sexual assault classes represented two smaller, more nuanced groups.
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The assertive class reported relying heavily on direct strategies such as withholding sex, directly
requesting a condom, and using seduction to negotiate condom use with a causal sex partner.
However, individuals in this class also endorsed high levels of PTS as well as verbal and
physical IPV. Furthermore, this class had the highest rate of sex-related substance use. The
sexual assault class had the highest level of PTS and sexual assault among all the other classes.
However, individuals in this class had moderate levels condom negotiation with a casual sex
partner and low rates of substance use during sex.
Previous research has identified profiles that resemble the high-risk, low-risk, sexual
assault, and assertive classes based on condom negotiation (Holland & French, 2012; Noar et al.,
2002). Using cluster analysis, researchers found that young adults endorsed high, medium, or
low rates of condom negotiation across the same six strategies accessed in the present study.
These authors also demonstrated the existence of a fourth cluster characterized by greater use of
assertive condom negotiation strategies compared to more indirect strategies. However, the
present study represents the first examination of how condom negotiation interacts with other
factors to create configurations of risk. The findings of this study indicate that, although condom
negotiation is an important factor of sexual risk, if and how an individual chooses to negotiate
condom use is a function of a myriad of different factors. Additionally, there are subgroups of
individuals who may have similar experiences related to these constellations of factors and
engage in similar patterns of sexual behavior.
The profiles of the low-risk and high-risk classes were consistent with previous findings,
however the profiles of the assertive and sexual assault classes provided new information about
how sexual risk may manifest within different “high risk” populations such as those with trauma
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histories. Prior research has labeled sexual assault, IPV, and substance use during sex as “risk
factors”, however the findings of this study suggests that this approach may not provide the most
comprehensive framework for understanding the condom use behavior of those with a history of
sexual assault or IPV. Individuals in the sexual assault class reported the highest rate of sexual
assault, high rates of verbal and physical IPV, clinical levels PTS, and low rates of sex-related
substance use. However, these individuals endorsed higher levels of condom negotiation with a
casual partner than those in the high-risk class, who had similar trauma histories, but higher rates
of substance use and lower levels of PTS. Although some individuals endorsed profiles that are
more congruent with the trauma-sexual risk association, others with a history of sexual assault
and/or IPV endorsed profiles that were less indicative of sexual risk. These profiles demonstrate
the heterogeneity of those who have a history of sexual assault and IPV and highlight the
importance of understanding the mechanisms underlying the sexual behavior of these
populations. By using a person-centered approach to identify and understand the various profiles
of sexual risk within these subpopulations, interventions can accurately target barriers and
promote the skills most relevant to individuals’ sexual behavior.
Individuals in the assertive class also demonstrated a risk profile that highlighted some
complex associations among substance use, trauma, and condom negotiation. Those in the
assertive class used direct condom negotiation strategies to influence their casual sex partners to
use a condom. However, these individuals also reported the highest rate of sex-related substance
use of all the other classes. In addition, those in the assertive class had a high rate of verbal and
physical IPV. Based on this profile of sexual risk, individuals with a history of verbal and
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physical IPV may use sex-related substance use as a strategy to facilitate assertive condom
negotiation to influence their casual sex partners to use condoms.
The risk profiles of the assertive class and the sexual assault class are somewhat
contradictory to existing research (El-Bassel et al., 2011; Sales et al. 2008; Sullivan, Cavanaugh,
Buckner, & Edmondson, 2009). Previous findings suggest that substance use during sex and a
history of IPV or sexual assault are negatively related condom negotiation (El-Bassel et al.,
2011; Maisto, Carey, Carey, & Gordon, 2004; Maisto, Carey, Carey, Gordon, & Schum et al.,
2004; Sales et al. 2008). Substance use had been linked to impairment in condom negotiation
among both men and women (Maisto, Carey, Carey, & Gordon, 2004; Maisto, Carey, Carey,
Gordon, & Schum et al., 2004). In addition, sexual assault and IPV are positively related to fears
about the consequences of condom negotiation (El-Bassel et al., 2011; Sales et al. 2008).
The present study suggests that association between sexual assault and/or IPV and
condom negotiation may be influenced by the use of substances during sex. Additionally, the
association between sex-related substance use and condom negotiation may differ as a function
of the type of trauma that one experiences. Specifically, substance use during sex may impair
condom negotiation among those with a sexual assault history, whereas it may facilitate condom
negotiation among those with a verbal or physical IPV history. Given previous findings (ElBassel et al., 2011; Sales et. al., 2008), it is plausible that substance use before or during sex may
facilitate the use of assertive condom negotiation strategies among individuals with a history of
IPV by reducing their anxiety related to the fear of consequences associated with condom
negotiation. However, research is needed examine this hypothesis.
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Description of the Six-Class Solution for Relationship Partners
The six-class solution that was chosen to characterize the sexual risk of individuals in
reference to their relationship sex partners included a low-risk class, a high-risk class, an
assertive class, an IPV class, a low PTS class, and a high substance use class. The six-class
solution included three subgroups that were revealed in the four-class solution: the high-risk
class, the low-risk class, and the assertive class. As with the four-class solution mentioned above,
the two largest classes were the high-risk and low-risk classes, which were characterized by
general high and low sexual risk, respectively. The assertive class reported frequently using
direct condom negotiation strategies such as withholding sex, directly requesting a condom, and
using seduction and endorsed high levels of PTS. Furthermore, the assertive class had a
relatively high rate of sex-related substance use compared to the other classes.
The remaining three classes of the six-class solution were more complex in terms of the
configurations of sexual risk. The high substance use class had moderate levels condom
negotiation. However, individuals in this class also used substances before or during 24% of their
sexual episodes and had a high probability of physical IPV. The IPV class reported less frequent
use of condom negotiation strategies. These individuals had the highest rate of physical IPV and
a high rate of verbal IPV. The IPV class also had the highest level of PTS and the lowest rate of
sex-related substance use. The low PTS class was comprised of a subset of individuals from the
low-risk group. Individuals in the low PTS class endorsed high rates of condom negotiation and
had the lowest levels of PTS. However, they also had a high prevalence of sexual assault and
verbal IPV. The low PTS class also endorsed a normative rate of sex-related substance use
(21%).
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As expected, individuals in the high-risk class who endorsed a high rate of sexual assault,
substance use during sex, and verbal and physical IPV reported negotiating condom use with a
relationship partner less frequently than any other class. However, the other profiles were not so
straightforward. Individuals who used substances during sex at the exact same rate as those in the
high-risk class, but who only endorsed high rates of verbal IPV reported frequent use of direct
negotiation strategies. Individuals who reported a high rate of verbal and physical IPV as well as
a high rate of sex-related substance use endorsed somewhat frequent use of all condom
negotiation strategies. Individuals with a high rate of verbal and physical IPV and a low rate of
sex-related substance use reported a lower frequency of condom negotiation than those with a
high rate of sex-related substance use. Lastly, those with a high rate of sexual assault and verbal
IPV, but a relatively low rate of sex-related substance use reported a high level of condom
negotiation with a relationship partner across all strategies.
These findings highlight the complexity of the nexus of substance use, condom
negotiation, and trauma. It seems that substances may actually be positively associated with the
use of condom negotiation with a relationship partner among some individuals including those
with a history of verbal and physical IPV. In fact, those in the assertive class had a high rate of
verbal IPV and substance use during sex, but still reported using the most direct strategies to
negotiate condom use with their relationship partners. Condom negotiation with a relationship
partner also seemed to occur frequently among individuals with a history of sexual assault and a
low rate of sex-related substance use.
As stated, those with a history of IPV and sexual assault are more likely than those
without such histories to fear the consequences of negotiating condom use (El-Bassel et al.,
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2011; Epperson et al., 2009; Sales et al., 2008). Therefore, the associations among sex-related
substance use, trauma, and condom negotiation that were illustrated by the previous findings of
this study may also extend to sexual intercourse with one’s relationship partner. In some
instances substance use may moderate the relationship between sexual assault and/or IPV and
condom negotiation, such that substances may actually aid in condom negotiation with a
relationship partner by reducing the anxiety related to the fear of negotiation-related
consequences. This pattern was not observed for those with a history of sexual assault.
Therefore, experience of sexual assault may present a different set of barriers for condom
negotiation and this hypothesis may not apply to the condom negotiation processes of those who
have been sexually assaulted.
Collectively, the classes that emerged from the first aim of this study illustrate the utility
of person-centered approaches to parse out the nuances of sexual risk. Specifically, the assertive,
sexual assault, and IPV classes of these solutions highlight the heterogeneity of those who are
survivors of sexual assault, verbal IPV, and physical IPV. Although, previous research has
generally labeled individuals with a history of sexual assault and IPV as high risk, these findings
suggests that situational factors such as condom negotiation and substance use during sex may
interact to create a unique profiles that promote resilience in the face of vulnerability to sexual
risk. Future research should explore this hypothesis and the heterogeneity of trauma survivors in
the context of sexual risk.
Comparing Profiles of Risk Across Partner Type
Research has emphasized the importance of distinguishing between individuals’ sexual
behavior with casual partners and relationship partners (Misovich et al., 1997). Therefore, two
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separate models of sexual risk were conducted to examine participants’ profiles of sexual risk
across partner types. Information about the style and frequency of condom negotiation with a
casual partner was included into the models assessing sexual risk with a casual partner.
Participants’ responses about the style and rate of condom negotiation with a relationship partner
were included into the models assessing sexual risk with a relationship partner. Interestingly,
there was a striking difference in the proportion of individuals in the low-risk and high-risk
classes of the casual partner model and relationship partner model, respectively. When
participants reported on their sexual risk with a casual partner, the majority of individuals were
classified in the low-risk class. Conversely, when participants reported on their sexual risk with a
relationship partner most were classified in the high-risk class. Given that condom negotiation
was the only unique factor in these models, it seems that a difference in negotiation style and
frequency was the basis for this finding.
The prevalence of high-risk behavior, including a lack of condom negotiation may be
higher when individuals engage in sex with a relationship partner than when they engage in sex
with a casual partner. This is evidenced by the fact that participants reported a significantly
higher rate of condom use with their casual partners compared to their relationship partners.
Furthermore, an additional “risky” class, the high substance use class, emerged in the model
referencing participants’ relationship partners. Members of the high substance use class engaged
in sex-related substance use during almost 25% of their sexual episodes. These findings support
previous research that demonstrates a positive association between relationship commitment and
risky sexual behavior (East, Jackson, O’Brien, & Peters, 2007; Katz, Fortenberry, & Zimet,
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2000; Misovich et. al., 1997) and provide evidence for the key role of relationship status as a
determinant of sexual risk.
The association between relationship status and sexual risk among young adults is
important and complicated in the context of condom use. Committed relationships imply
perceived monogamy, trust, and safety (Misovich et al., 1997) and condom use is often
associated with mistrust, infidelity, and emotional distance (East et al., 2007). Therefore,
individuals may engage in risky sexual behavior or unprotected sex with relationship partners in
order to preserve the ideals of monogamy and commitment (Buysse & Ickes, 1999). Behaviors
such as avoiding condom negotiation, using substances during sex, and unprotected sex may be
less risky when individuals are mutually monogamous (e.g., married or engaged). However,
these behaviors may contribute to an increased risk of contracting STIs or HIV when the
boundaries of the relationship are less clear or less permanent (e.g., long-term and short-term
relationships).
Research indicates that young adults have a high prevalence rate of concurrent and
serially monogamous sexual partnerships (Adimora et al., 2004; Adimora, Schoenbach, &
Doherty, 2007; Conley & Rabinowitz, 2004). These sexual partnerships are often with
“relationship partners” but involve a great amount of relational uncertainty (Knobloch &
Carpenter-Theune, 2004). Relational uncertainty refers to the ambiguity regarding the
commitment level of a relationship (Knobloch & Carpenter-Theune, 2004). Individuals who
experience relational uncertainty may perceive unprotected sex as a symbol of increasing
intimacy within a relationship and therefore may avoid processes that threaten that intimacy. As
a result, individuals may not engage in safe sexual behaviors because they conflict with their
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goal of intimacy and ultimate relational security (Buysse & Ickes, 1999; Davis, Shaver,
Widaman, Vernon, Follette, & Beitz, 2006). These concerns are less relevant for those in casual
partnerships; therefore these individuals have a greater likelihood of engaging is safe sexual
behaviors (Buysse & Ickes, 1999). The findings of the present study substantiate previous
research and indicate that a substantial proportion of individuals who have relationship sexual
partners engage in risky sexual behavior, whereas the majority of those who have a casual sexual
partners have relatively low levels of sexual risk. Future research should assess how relational
uncertainty may contribute to the profiles of risk identified in the current study.
The Intentions-Condom Use Association and the Lessons Learned
The second aim of this study was to evaluate the influence of class membership on the
intentions-condom use association. Unfortunately, this research question was unable to be
answered. The two primary obstacles to accomplishing the secondary goal of the study were the
high attrition rate and the low base rate of sexual intercourse between Time 1 and Time 2
assessments.
The attrition rate of this study can be attributed to several factors. The length of the online
questionnaire may have contributed to the high attrition rate. The questionnaire administered in
the current study took approximately 1.5 hr. to complete. This lengthy questionnaire packet and
the effort required to complete the Timeline Followback Behavior Calendar probably contributed
to testing fatigue and/or attrition. Other studies have reported survey completion times ranging
from five min. to 45 min. and have reported desirable retention rates (Turchik, 2010; Weinhardt
et al, 1998).
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Based on the report of studies examining similar research questions, it is evident that
modification of the data collection methodology of this study may have produced a greater
retention rate. For example, Turchik and Gidycz (2012) used an in-person methodology to
collect data. In that study, participants convened in a large auditorium, sat apart from each other
to protect privacy, and completed sexual behavior questionnaires. This study reported a retention
rate of approximately 88% (Turchik & Gidycz, 2012). Online data collection provides many
advantages including ensuring the privacy of the participants, convenience and accuracy of data
entry, and reduced response time (Grenello & Wheaton, 2004). However, online data collection
also presents several obstacles. For example, in the current study it was difficult to interpret the
missing data patterns of participants (i.e., those who skipped items versus those to whom the
items did not apply). Other problems presented by the online data collection procedure included
the website freezing or malfunctioning during administration of the survey and the deletion of a
primary measure during the preliminary piloting of the study (data from this phase was not
included in the present study). In other studies, researchers have reported other disadvantages to
using online data collection such as lower computer or software literacy among participants and
technical difficulties (e.g., servers crashing; Grenello & Wheaton, 2004).
Although online surveys have been recommended for the collection of sexual behavior
information (Schroder et al., 2003), this methodology may be more effective when used in
conjunction with audio-assisted computer software that reads questionnaires aloud, making the
online experience more user friendly and reducing testing fatigue. It is also recommended that
data be collected using the trusted devices of the researcher, instead of depending on the devices
used by participants to ensure the reliability of the technology and internet signal.
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Although the high attrition rate and low base rate of sexual intercourse prevented the original
second aim from being examined, secondary analyses were conducted. The association between
baseline intentions and condom use at the one-month follow up was examined and compared
based on partner type. As predicted, the intentions-condom use association was stronger when
assessed in reference to participants’ relationship partner than their casual partner. The
correlations examining these associations used prospective data, which strengthens the inference
that the condom use intentions and behavior are more congruent when individuals in engage in
sex with a relationship partner compared to a causal partner. These findings also support
previous research (Sheeran & Orbell, 1998).
However, it should be noted that the strength of the intentions-condom use association does
not indicate the rate of condom use. The participants in this study reported that they used
condoms with their relationship partner approximately 39% of the time, whereas they endorsed
using condoms during 69% of all episodes of sexual intercourse with a casual partner. Therefore,
the congruence of intentions and condom use simply indicates that participants’ condom use
reflected their intentions. For married, engaged, or monogamous couples both intentions and
actual condom use may be low, therefore the intentions-condom use association would be strong.
The intentions of those who are not in a monogamous relationship may be inconsistent their
condom use, however this incongruence between intentions and condom use does not necessarily
indicate a lack of condom use. These findings suggest that some individuals may use a condom
with their casual partner even when they do not intend to do so.
Some research has pointed to condom negotiation as a factor that bridges the intentionscondom use gap among those who intent to use condoms but fail to do so (Sheeran & Orbell,
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1998; Turchik & Gidycz, 2012). However, less research has described the sexual behavior or risk
profiles of these individuals. Furthermore, no research has described those who do not intend to
use condoms, but do so. Therefore, future research should describe the sexual risk profiles of
individuals whose intentions and condom use are discordant and identify the factors that
characterize individuals who do not have intentions to use a condom but subsequently engage in
safe sex.
Class Membership and Condom Use
This study also compared the baseline rates of condom use across the classes of each
solution. Overall, the findings of this study mirror those of other previous research. Those in the
highest risk classes reported significantly less condom use than other classes (Holland & French,
2012; Noar et al., 2004). Among those who endorsed having sex with a casual partner in the 30
days preceding the study, individuals in the high-risk class had lower rates of condom use than
the assertive, sexual assault, and low-risk classes. This finding is intuitive and supports previous
research, which has demonstrated the same pattern of condom use among those who reported
low, medium, high, and assertive condom negotiation behavior (Holland & French, 2012; Noar
et al., 2002). However, it is interesting that the rate of condom use with a casual partner among
those in the sexual assault class and the low-risk class did not differ. Specifically, those in the
sexual assault class used condoms during 72% of episodes of sexual intercourse with a casual
partner, whereas those in the low-risk class had a condom use rate of 82% when engaging sex
with a casual partner. The sexual assault class reported a sexual assault prevalence rate of 30%, a
physical IPV prevalence rate of 28%, a sex-related substance use rate of 24%, and an average
PTS score of 41, which is in the moderate to severe range. In comparison, the low-risk class
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reported a sexual assault prevalence rate of 14%, a physical IPV prevalence rate of 15%, a sexrelated substance use rate of 22%, and an average PTS score of about 34, which is within the
normative range. Based on previous research, those in the sexual assault class should have had
significantly lower rates of condom use than the low-risk class and this finding is
counterintuitive (Koenig et al., 2004; Sales et al., 2008). Condom negotiation may explain this
contradictory finding. The sexual assault class reported a moderate level of condom negotiation,
which may have acted as a protective factor and promoted condom use. Support for the role of
condom negotiation as a protective fact is illustrated by the fact that individuals in the high-risk
class had significantly lower rates of condom use than individuals in the sexual assault class. The
profile of the high-risk class was similar to the profile of the sexual assault class, however the
primary distinguishing factor was the rate of condom negotiation. Individuals in the high-risk
class had significantly lower rates of condom negotiation across all six strategies. Therefore, it
seems that condom negotiation may buffer against the deleterious influence of factors such as
sexual assault, IPV, and substance use on condom use with a casual partner.
The association between class membership and condom use was also examined as it
related to participants’ relationship partners. Those in the high-risk and IPV classes reported
significantly lower rates of condom use compared to those in the low-risk, low PTS, high
substance use, and assertive classes. Again, this finding is not surprising, but it does provide
some interesting insights about the intersection of physical IPV, verbal IPV, substance use, and
condom use. Previous research has demonstrated strong associations between IPV and substance
use and has linked these two factors to risky sexual behavior (El-Bassel et al., 2011). The current
findings illustrate how the nuances of these relations may impact condom use. For example,
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individuals in the high substance use class and the low-risk class reported the same rate of
condom use with a relationship partner (73%). The profiles of the high substance use class and
the low-risk class were primarily differentiated by their rates of substance use and PTS scores.
Both classes had similar rates of sexual assault, IPV, and sexual sensation seeking. Individuals in
the high substance use class used substances during 24% of their sexual episodes and had clinical
levels of PTS, whereas those in the low-risk class only used substances during 12% of sexual
episodes and had lower levels of PTS. Those with high rates of PTS and substance use are less
likely to use condoms (Chipman, Palmieri, & Hobfoll, 2011; Maisto, Carey, Carey, & Gordon,
2004; Maisto, Carey, Carey, Gordon, & Schum et al., 2004). However, the high substance use
class had a relatively high rate of condom. Although, individuals in the high substance use class
used alcohol and drugs twice as often as those in the low-risk class, they also negotiated condom
use at a moderate rate, which may account for their rates of condom use. It should be noted that
the low-risk class had significantly higher rates of condom negotiation than the high substance
use class. Nevertheless, those in the high substance use class engaged in safe sex at the same rate
as their “lower risk” counterparts.
The role of condom negotiation is even more striking when comparing the condom use
rates and sexual risk profiles of the IPV and high substance use classes. The IPV and high
substance use classes were similar in terms of their rates of verbal and physical IPV and PTS.
However, the IPV class reported less condom negotiation, substance use, and condom use than
the high substance use class. Again, the findings of this study highlight the complex association
between trauma, substance use and condom negotiation and point to use of substances as a
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strategy used by those with an IPV history to reduce anxiety and facilitate condom negotiation
and use.
Limitations and Future Directions
Although the findings of this study are informative, they should be interpreted in light of
several limitations. As mentioned, the original objective of this study was to prospectively
examine the association between individuals’ condom use intentions and actual condom use
across each class that was identified. Unfortunately, this was not accomplished. The first barrier
and limitation was related to attrition of the sample. The retention rate for this sample was about
60%, which may have compromised the representativeness of the target population of young
adults. However, it must be noted, that the attrition rate did not affect the identification of the
sexual risk profiles. The classes identified in this study are representative of other college-aged
samples (Holland & French, 2012; Noar et al., 2002).
In addition, there was an unexpectedly low base rate of sexual intercourse with both
casual and relationship partners reported at the one-month follow-up. Based on missing data
analyses, it is not likely that those who dropped out of the study were more sexually active than
those who completed. However, it is possible that this low base of sexual intercourse was an
artifact of attrition. Another possible explanation is that the time interval of evaluation was too
short. In which case, the findings of this study may reflect the risk profiles and condom use
behavior of those who are more sexually active than the average college student. As result, the
generalizability and internal validity of the findings regarding the association between class
membership and condom use may be impaired. It is recommended that future research use a
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longer time interval to assess sexual behavior in a college population (Turchik & Gidycz, 2012).
Future research should also attempt replicate these findings using a larger sample size.
The comparison of condom use across classes was cross-sectional. Ideally, the
association between person or situation-level factors and condom use should be assessed
prospectively. Prospective analyses provide more reliable information about the temporal
association between past behavioral patterns and condom use. This study attempted to employ a
prospective methodology, but failed to do so. The cross-sectional methodology used to examine
association between class and condom use makes it impossible to make inferences about the
direction of the associations revealed in this study. Future research should assess the utility of
these risk profiles to predict future sexual behavior using a prospective or experimental design.
Specifically, an event-level methodology would allow an examination of the contingencies
among factors such as condom negotiation, sex-related substance use, intentions, and condom
use to be conducted. Event-level methodologies using measures such as daily dairies are ideal for
this type of investigation. Using this method, researchers can assess differences within
individuals, which adds value to the person-centered approach employed in the current study.
There were also some limitations related to measurement of the indicators of the profiles.
For example, this study elected not to assess posttraumatic stress disorder (PTSD), but examined
the influence of PTS. As such, participants were not asked to identify the event related to the
symptomology reported by the PCL. By assessing PTS instead of PTSD this study was able to
investigate participants’ subjective level of distress related to a stressful life event, regardless of
the severity of the event in question. It is possible that the distress of some of these participants
(i.e., those experiencing verbal IPV) may have been overlooked if the formal diagnostic criteria
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of PTSD were applied to the sample. However, this approach to assessing PTS makes it
impossible to determine the source of participants’ distress. As a result, it is unclear whether
participants’ PTS was related to sexual assault, IPV, or some other traumatic event. It is also not
clear which cluster of symptoms each participant endorsed. Therefore, participants’ scores on the
PCL may represent general anxiety, especially if the scores are not related to a traumatic
experience at all. Future research should attempt to replicate the classes of this study using a
more stringent measure of PTSD and use the diagnostic criteria to investigate the differential
influence of the symptom clusters on condom negotiation, sexual sensation seeking, sexual
assault, IPV and sex-related substance use. Limitations notwithstanding, the findings of this
study are relevant, novel, and applicable to research and clinical work to prevent at-risk young
adults from engaging in unprotected sex.
Research and Clinical Implications
Safe sex interventions are plentiful and well-funded. However, the HIV and STI
epidemics persist, especially among young adults. Therefore, there is room for improvement in
the theory and practice of HIV and STI prevention. The findings of this study offer some
important and practical implications for intervention programs seeking to increase condom use
among young adults. Based on the current findings, men and women who are survivors of sexual
trauma and IPV may benefit from interventions aimed to promote condom negotiation skills in
order to reduce the likelihood that they will engage in unprotected sex. However, the mechanism
by which programs encourage condom negotiation may differ based on the type of trauma
experienced by an individual. For example, those with an IPV history may use substances as a
coping strategy to manage anxiety related to condom negotiation and as a result may be more
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likely to use condoms than those who did not manage their anxiety in this context. Based on the
findings of this study, those with a history of sexual assault are less likely to engage in this
pattern of behavior, and may use other strategies to facilitate condom negotiation and use.
Research should examine the unique contribution of substance use as both an adaptive and
maladaptive behavior in the context of condom negotiation and use.
Given the findings of the findings of the current study, clinicians should be cognizant of
the adaptive role of substances during sexual intercourse. The findings of this study suggest that
individuals may use substances to cope with the anxiety related to condom negotiation. This
pattern was especially noted for individuals in the assertive classes, who had high levels of sexrelated substance use and PTS, but were still able to use the most direct forms of condom
negotiation. This pattern was observed in the sexual profiles in reference to casual and
relationship partners. However, substances may also impair the ability of individuals to negotiate
and use condoms, as seen among those in the high-risk and IPV class. Therefore, clinicians
should explore the role of substance use in the context of sexual intercourse for each individual,
especially as it relates to condom negotiation. This information can be used to identify other
strategies to cope with anxiety related to condom negotiation and develop skills to facilitate
condom use.
The rates of condom use across the classes identified in this study illustrate the various
pathways that may lead to increased condom use among young adults. Participants reported
engaging in risky behavior, experiencing sexual assault, IPV, and clinical levels of PTS.
However, the condom use behavior of participants in most of the identified classes was above the
normative rate for college students (ACHA, 2007). Only the highest risk classes (i.e., high-risk
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and IPV classes) had significantly lower rates of condom use compared to the low-risk classes.
Therefore, intervention and prevention programs may benefit from approaching condom use
interventions with a strengths-based, individualized model that assesses what is effective for
each person.
Based on these findings, the majority of young adults seem to be able to navigate sexual
risks relatively well with casual partners. However, a substantial proportion of individuals still
struggle with navigating sexual risk, especially when engaging in sex with a relationship partner.
The findings of this study suggest that prevention programs may maximize resources by taking
an individualized approach to the assessment of factors that impair individuals’ ability to enact
condom use. For example, an individual fitting the IPV class profile may be best served by a
prevention program that addresses anxiety in the service of reducing a barrier to condom
negotiation and subsequent condom use. However, the high-risk profile represents an individual
who may not have the skills to negotiate condom use. Therefore, individuals who have a highrisk profile may respond well to safe sex skills building and education. Using a strengths-based,
person-centered approach to STI prevention will allow clinicians to target interventions to
individuals based on their unique profile of sexual risk instead of relying on general information
and a one-size-fits-all approach. This study highlights the heterogeneity of “high-risk”
populations. Therefore clinician should take care to appreciate these within group differences
and understand sexual risk from the perspective of the individual.
Conclusions and Contributions
The present study extended existing research by examining the interaction of multiple,
complex sex-related risk factors, and how these configurations of risk relate to condom use.
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Overall, the results of previous research using similar, person-centered approaches to identify
classes based condom negotiation were replicated. New findings provided novel contributions to
this literature through the identification of sexual risk profiles that considered the interrelations
among condom negotiation, psychological factors, substance use, and trauma history. Perhaps,
the most significant contribution of the present study the illustration of the heterogeneity of
sexual risk embedded in traditional “high-risk” populations such as those who have experienced
sexual assault and IPV. Although these individuals may be more vulnerable to engaging in
unprotected sex than those who do not have a sexual trauma or IPV history, survivors of these
traumas use other resources to promote condom use. Substance use during sex seems to be one
such resource and may be used to reduce anxiety related to condom negotiation and use.
Therefore, researchers and clinicians should use person-centered approaches to explore the
nuances of substance use, trauma, condom negotiation, and condom use.
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Appendix A
Recruitment Script
Good afternoon everyone. My name is ________, and I am a member of the HABIT Lab from
the Psychology Department. We are currently starting a new project entitled “The Sexual
Experiences Study “.The purpose of our study is to learn more about the feelings and behaviors
that may be related to risky health behaviors. This is an important study because the
consequences of engaging in risky behaviors such as unprotected sex, drinking, and drug use
greatly affect college students.
This is a two –part study. This study will be conducted online for students at the University of
Memphis. This project involves answering two online surveys about various topics such as
health, relationships, personality, sexuality, alcohol and drug use. Students who will participate
will complete one survey when they agree to participate in the study. They will then be contacted
via email approximately four weeks later to complete another online survey.
In order to participate in the study, students must be 18 years or older. Students who sign up to
participate in this study will have the opportunity to receive 3 credits. Students who are
interested should sign up for the project using SONA systems. If any of you are interested in
participating in this study, please take one of these sheets with all of the information for the study
provided. On behalf of the HABIT Lab, we would like to say thank you.
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Appendix B
Internet Informed Consent Form
The Sexual Experiences Study
Investigators Courtney Peasant, M.S., Gilbert R. Parra, Ph.D., and James G. Murphy, Ph.D.
Department of Psychology
The University of Memphis, TN 38152
Purpose of the Project
You are being asked to take part in a University of Memphis research project conducted
by Courtney Peasant under the supervision of Dr. James Murphy. You must be at least 18
years of age to participate. The purpose of this project is to learn more about how
psychological well-being, relationships, and personality traits are related to sexual
behaviors of college students.
Explanation of Procedures
We are inviting undergraduate students attending The University of Memphis and taking
an undergraduate psychology course to participate in the study. The study consists of two
parts.
Part 1
Today, you will be asked to complete several online questionnaires related to your
experiences with sexual behaviors (i.e. condom use) and activities (i.e. types of sex you
may engage in), drug and alcohol use (i.e. how often you may use different drugs and/or
alcohol), stressful life experiences (i.e. any scary event that you have experienced), your
mood (i.e. how you have been feeling lately), and the ways you think or act in different
situations (i.e. how different relationships may affect your behavior in different
situations). These online questionnaires will take approximately 90 minutes.
PART 2
You will also be asked to complete another battery of online questionnaires in
approximately four weeks. You will receive weekly email messages reminding you to
complete theses questionnaires until you have completed them These questionnaires will
be identical to the questionnaires that you will be asked to complete today. They will also
ask about your experiences with sexual behaviors and activities, drug and alcohol use,
stressful life experiences, your mood, and the ways you think or act in different
situations. The follow up online questionnaires also will take approximately 90 minutes
to complete.
Decision to participate and right to quit at any time
Participation is completely voluntary, and you may quit at any time without any negative
consequences. You also may skip or not answer any question(s) you do not want to
answer. If you do not want to answer a question skip it and move to the next item. If you
would like to discontinue your participation simply exit the window in which you are
working.
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Risks or Discomforts
We expect there to be only minimal risks associated with participation in this study. You
may feel tired as a result of the 90 minute questionnaire. You also may experience some
distress after reporting about difficult experiences and/or your sexual behavior. We will
provide a list of resources to all research participants.
Benefits
We cannot guarantee that you will receive any direct benefits from this study. We hope
findings from this study will be used to help college students engage in healthy sexual
activities. You will receive three research credits for completing the study for
completely both parts of the study.
Confidentiality
You will not be asked to provide your name or any other identifying information on any
of the questionnaires. Your responses are completely confidential, and they will be kept
on a password-protected computer at the University of Memphis. The overall findings of
this project may be published in a scientific journal, using de-identified data.
By law, there are a few limits to confidentiality. These limits were developed in part to
insure the safety of research participants. The researchers are required by law to take
some action if there is suspicion that you may harm yourself or somebody else or there is
suspicion that a child may be in danger. If any of these situations should occur, we would
attempt to contact you prior to taking any action.
Compensation in case of study-related injury:
U of M does not have a fund set aside for compensation in the case of study related
injury.
Questions about the study should be directed to Courtney Peasant
(cjpasant@memphis.edu) or Dr. Murphy by e-mail (jgmurphy@memphis.edu). For
questions regarding your rights as a research participant contact the Chair of the
Institutional Review Board for the Protection of Human Subjects in Tennessee at 901678-2533.
CONSENT TO PARTICIPATE
_______ I AM AT LEAST 18 YEARS OF AGE.
_______ I HAVE READ THE CONSENT FORM AND FULLY UNDERSTAND IT, all of my
questions have been answered, and I agree to participate in the study.
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Appendix C
Subject ID Calculation Form (Example of Completed Form)
Please record the month and day of your birth date.
If the month or day is only 1 digit, please put a '0'
in the first space. For example, if you were born on
January 1, you should record it as '01/01':
+__1___ _0____ / __1___ _9___
MM DD
Add the number of letters in your FULL
FIRST name. Do not use nicknames. For example, if
your first name is Christine, but you go by
the nickname Chris, you should record it as ‘09’, the
number of letters in CHRISTINE.:
+ _0____ __8___
_______________________________
___1__ ____0_ ____2_ ___7__
Now add a zero at the beginning of this number
__0___ __1_ __0___ __2___ _7____

Now place the first of your MOTHERS name in front of this number.
___W__ __0___ ___1__ _0____ __2___ _7____
Make sure your code is 6-digits long and includes a letter at the beginning. This is your unique
Subject ID number. Your information will only be identified by this number, so that we may
protect the confidentiality of your responses.
Please check over your calculations. When you complete the online follow up questionnaire you
will fill this sheet out again and should be able to get the same 5-digit number.
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Appendix D
Debriefing Form (Time 1)
Thank you for your initial participation in this research project. The study’s objective is to
examine different aspects of college students’ lives including their psychological well-being,
personality, relationships, and sexual experiences. As such, the current study utilized a larger
number of questionnaires in order to assess a wide range of social, sexual and personality
variables.
The information provided by these questionnaires will help us in understanding how past,
current, and future experiences are related to each other and to a variety of social, sexual and
personality factors. Remember, this is a two-part study. Therefore, you will be asked to complete
a follow-up online survey in four weeks. All of your questionnaire responses will remain strictly
confidential. If you have any further questions regarding the nature of this study, or would like to
request details of the results of the study, please feel free to contact one of the following:
Graduate Researcher: Courtney Peasant
Psychology Building – Office 318
cjpasant@memphis.edu
Faculty Researcher: Dr. James Murphy
Psychology Building – Office 348
jgmurphy@memphis.edu
901.678.2630
In addition, if you are concerned about the study materials used or questions asked and wish to
speak with a professional, please contact one of the following resources:

University of Memphis Resources

Community Resources

Career Counseling and Psychological Center
(CCPC)
Wilder Tower 211 and 214
(901) 678-2068

Shelby County Health Department
814 Jefferson Avenue, Memphis, TN 38105
(901) 544-7600

University of Memphis Student Health
Services
200 Hudson Health Center
(901) 678-2287
Psychological Services Center
400 Innovation Dr.
(901) 678-2147

Memphis Sexual Assault Resource Center
1750 Madison Ave # 102 Memphis, TN
38104
(901) 272-2020
Planned Parenthood
2430 Poplar Avenue #100, Memphis, TN
(901) 725-1717
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Appendix E
Reminder Email Prompt
Hello,
Thank you for your initial participation in this research project. The study’s objective is to
examine different aspects of college students’ lives including their psychological well-being,
personality, relationships, and sexual experiences. Remember, this is a two-part study. You have
received 3 credit points for your full participation in this study.
Therefore, we are asking you to complete your follow up questionnaire this week.
If you have any further questions regarding the nature of this study please feel free to contact
one of the following:
Graduate Researcher: Courtney Peasant
Psychology Building – Office 318
cjpasant@memphis.edu
Faculty Researcher: Dr. James Murphy
Psychology Building – Office 348
jgmurphy@memphis.edu
901.678.2630
In addition, if you would like more information about sexual health please contact one of the
following resources:
University of Memphis Resources

Community Resources

Career Counseling and Psychological Center
(CCPC)
Wilder Tower 211 and 214
(901) 678-2068

Shelby County Health Department
814 Jefferson Avenue, Memphis, TN 38105
(901) 544-7600

University of Memphis Student Health
Services
200 Hudson Health Center
(901) 678-2287
Psychological Services Center
400 Innovation Dr.
(901) 678-2147

Memphis Sexual Assault Resource Center
1750 Madison Ave # 102 Memphis, TN
38104
(901) 272-2020
Planned Parenthood
2430 Poplar Avenue #100, Memphis, TN
(901) 725-1717
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Appendix F
Debriefing Form (Time 2)
Thank you for your participation in this research project. The study’s objective is to examine
different aspects of college students’ lives. Specifically, we were interested in how students’
psychological well-being, personality, and relationships influence their sexual experiences. As
such, the current study utilized a larger number of questionnaires in order to assess a wide range
of social, relational, and personality factors that may be related to sexual behavior.
The information provided by these questionnaires will help us in understanding how past,
current, and future experiences are related to sexual factors such as condom use and sexual
health. In doing so, psychologists will better be able to understand a variety of relationship and
attitude factors. One reason that sexual research is so important in college students is the high
rates of sexual risk taking that occurs in this population. Sexual risk taking can have very serious
personal and social consequences, such as unintended pregnancies and STIs, including HIV. The
information that you have provide as part of your participation in this study may contribute to the
development of interventions that will help college students to lead healthy sexual lives.
As a reminder, all of your questionnaire responses will remain strictly confidential. If you have
any further questions regarding the nature of this study, or would like to request details of the
results of the study, please feel free to contact one of the following:
Graduate Researcher: Courtney Peasant
Psychology Building – Office 318
cjpasant@memphis.edu

Faculty Researcher: Dr. James Murphy
Psychology Building – Office 348
jgmurphy@memphis.edu

In addition, if you experience any distress related this study and wish to speak with a
professional, please contact one of the following resources:
University of Memphis Resources
Career Counseling and Psychological Center
(CCPC)
Wilder Tower 211 and 214
(901) 678-2068

Community Resources
Shelby County Health Department
814 Jefferson Avenue, Memphis, TN
38105
(901) 544-7600

University of Memphis Student Health Services
200 Hudson Health Center
(901) 678-2287

Memphis Sexual Assault Resource Center
1750 Madison Ave # 102 Memphis, TN
38104
(901) 272-2020

Psychological Services Center
400 Innovation Dr.
(901) 678-2147

Planned Parenthood
2430 Poplar Avenue #100, Memphis, TN
(901) 725-1717
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Appendix G
Demographic Information
1. What is your sex?
_____Male _____Female _____Transgender
2. What is your age in years? __________ YEARS
3. Please indicate your race below:
a. American Indian or Alaskan Native
b. Asian
c. Black or African American
d. Native Hawaiian or Other Pacific Islander
e. White
f. Some Other Race
4. Please indicate your ethnicity below:
___ Hispanic or Latino
___ Not Hispanic or Latino
5. What is your classification in school?
a. Freshman
b. Sophomore
c. Junior
d. Senior
6. What is your school status? (check one)
__ Full-time student ___ Part-time student
7. What is your current relationship status? (choose one):
a. Married
b. Separated, not divorced
c. Divorced
d. Widowed
e. Never married
f. Engaged
g. I am involved in a long-term monogamous relationship
(more than 6 months).
h. Currently, I am not seeing anyone.
i. I am dating a few different people
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8. Which of the following best describes your sexual orientation?
a. Heterosexual
b. Lesbian
c. Homosexual
d. Bisexual
9. Have you engaged in sexual activity (vaginal, oral or anal sex) in the past month?
___Yes
___No
10. Approximately what is your parents’ yearly income?
a. Unemployed or disabled
f. $41,000-50,000
b. Under $10,000
g. $51, 000-75,000
c. $10,000-20,000
h. $76,000-100,000
d. $21,000-30,000
i. $100,000-200,000
e. $31,000-40,000
j. over $200,000
11. Approximately what is your yearly income?
a. Unemployed or disabled
f. $41,000-50,000
b. Under $10,000
g. $51, 000-75,000
c. $10,000-20,000
h. $76,000-100,000
d. $21,000-30,000
i. $100,000-200,000
e. $31,000-40,000
j. over $200,000
12. My father’s education is:
a. Elementary school (6th grade or lower)
c. Partial high school (10th-12th grade)
e. Partial college training
g. Partial graduate training
13. My mother’s education is:
a. Elementary school (6th grade or lower)
c. Partial high school (10th-12th grade)
e. Partial college training
g. Partial graduate training

b. Partial junior high school (7th or 9th grade)
d. High school graduate (technical or training school)
f. College graduate
h. Graduate of professional degree
i. Don’t know
b. Partial junior high school (7th or 9th grade)
d. High school graduate (technical or training school)
f. College graduate
h. Graduate of professional degree
i. Don’t know
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Appendix H
The next questions are about your sexual history and behavior. By sex we mean vaginal, oral or
anal sex, but NOT masturbation. When we talk about condoms, we mean male condoms
(regular condoms that cover the penis)
1. Have you willingly had sex (vaginal, oral, or anal sex)?
In your lifetime (ever)?
______Yes
______If No, SKIP to Question 26.
In the past year ?
______Yes
______No
In the past three (3) months?
______Yes
______No
In the past 30 days or month?
______Yes
______No
2. How old were you the first time you had willingly had vaginal sex?
______ Years
______ I have never willingly had vaginal sex
3. How old were you the first time you willingly had oral sex?
______ Years
______ I have never willingly had oral sex
4. How old were you the first time you willingly had anal sex?
______ Years
______ I have never willingly had anal sex
5. How many different people have you had sex with? (vaginal, oral or anal sex)
In your lifetime (ever)
______Indicate Number
In the past year?
______Indicate Number
In the past three (3) months (90 days)?
______Indicate Number
In the past 30 days or month?
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______Indicate Number
6. Have you had sex with only males, only females, or with both males and females?
______Only males
______Only females
______Both males and females
7. Have you ever used a condom (rubber) during vaginal sex?
_____ I have never willingly had vaginal sex, SKIP
TO QUESTION 9
_____ Yes
_____ No, SKIP TO QUESTION 9
8. How often do you or your partner use a condom during vaginal sex?
_____ Never
_____ Rarely
_____ Sometimes
_____ Often
_____ Always
9. Have you ever used a condom (rubber), dental dam, or saran wrap during oral sex?
_____ I have never willingly had oral sex, SKIP TO
QUESTION 13
_____ Yes
_____ No
10. How often do you or your partner use a condom, dental dam, or saran wrap during oral
sex?
_____ Never
_____ Rarely
_____ Sometimes
_____ Often
_____ Always
11. Have you ever used a condom (rubber) during anal sex?
_____ I have never willingly had anal sex, SKIP TO QUESTION 11
_____ Yes
_____ No
12. How often do you or your partner use a condom during anal sex?
_____ Never
_____ Rarely
_____ Sometimes
_____ Often
_____ Always
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13. Did you use a condom (rubber) the first time you had vaginal sex?
_____ I have never willingly had vaginal sex
_____ Yes
_____ No
14. Did you use a condom (rubber), dental dam, or saran wrap the first time you had oral sex?
_____ I have never willingly had oral sex
_____ Yes
_____ No
15. Did you use a condom (rubber) the first time you had anal sex?
_____ I have never willingly had anal sex
_____ Yes
_____ No
16. During the last time you had vaginal sex, did you use a condom (rubber)?
_____ I have never willingly had vaginal sex
_____ Yes
_____ No
17. During the last time you had oral sex, did you use a condom (rubber), dental dam, or saran
wrap?
_____ I have never willingly had oral sex
_____ Yes
_____ No
18. During the last time you had anal sex, did you use a condom (rubber)?
_____ I have never willingly had anal sex
_____ Yes
_____ No
19. During the past month, when you had sexual intercourse (vaginal, oral, or anal sex) did
you or your partner use a condom?
_____ I did not willingly engage in sex during the
past month, SKIP TO QUESTION 21
_____ Yes
_____ No
20. How often did you or your partner use a condom during sex (vaginal, oral, anal sex) in the
past month?
_____Never
_____Rarely
_____Sometimes
_____Often
_____Always
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21. What types of birth control method if any do you or your usual partner typically use?
____ I have sexual intercourse but do not usually use birth control
____Male Condoms
____ Female Condoms
____Withdrawal method ("pulling out")
____Diaphragm
____Birth Control Pill/Patch
___ Norplant implant
___ Depo-Provera
___ Intrauterine Device (IUD)
___ Cervical Cap
___ Spermicide (only)
___ Contraceptive Sponge
___ Vaginal Cap
___ Other ______________
___ Don't know
22. Have you ever been tested for HIV/AIDS?
______Yes
______No
23. Have you ever been tested for syphilis, gonorrhea or another sexually transmitted disease,
other than HIV?
______Yes
______No
24. Has a doctor or other health professional ever told you that you had a sexually transmitted
disease, or STD, for example, herpes, gonorrhea, chlamydia, or genital warts?
______Yes
______No
25. Have you ever been told by a doctor of other health professional that you were infected
with HIV or that you have AIDS?
______Yes
______No
26. If you have not had vaginal, oral, or anal sex with someone, what are you reasons for not
engaging in sex? (Circle the best reason).
____I have had vaginal, oral, or anal sex
____I am waiting until marriage
____I am waiting until long term relationship/commitment
____I have not found the right person
____I have not found someone I love yet
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____My partner(s) will not have sex with me, but I want to
____I have not had the opportunity to, but want to
____I am afraid or getting pregnant or getting someone pregnant
____I am afraid of getting a sexually transmitted infection
____I do not want to ever have sex
____Other
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Appendix I
Sexual Risk Survey (SRS)
Instructions: Please read the following statements and record the number that is true for you over
the past 6 months (1 month for Time 2 survey) for each question on the blank. If you do not
know for sure how many times a behavior took place, try to estimate the number as close as
you can. Thinking about the average number of times the behavior happened per week or
per month might make it easier to estimate an accurate number, especially if the behavior
happened fairly regularly. If you’ve had multiple partners, try to think about how long you
were with each partner, the number of sexual encounters you had with each, and try to get an
accurate estimate of the total number of each behavior. If the question does not apply to you
or you have never engaged in the behavior in the question, put a ‘‘0’’ on the blank. Please
do not leave items blank. Remember that in the following questions ‘‘sex’’ includes oral,
anal, and vaginal sex and that ‘‘sexual behavior’’ includes passionate kissing, making out,
fondling, petting, oral-to-anal stimulation, and hand-to-genital stimulation. Please consider
only the last 6 months when answering and please be honest.
In the past six months:
1. How many partners have you engaged in sexual behavior with but not had sex with?
2. How many times have you left a social event with someone you just met?
3. How many times have you ‘‘hooked up’’ but not had sex with someone you didn’t know or
didn’t know well?
4. How many times have you gone out to bars/parties/social events with the intent of ‘‘hooking
up’’ and engaging in sexual behavior but not having sex with someone?
5. How many times have you gone out to bars/parties/social events with the intent of ‘‘hooking
up’’ and having sex with someone?
6. How many times have you had an unexpected and unanticipated sexual experience?
7. How many times have you had a sexual encounter you engaged in willingly but later
regretted?
For the next set of questions, follow the same direction as before. However, for questions 8–23,
if you have never had sex (oral, anal or vaginal), please put a ‘‘0’’ on each blank.
8. How many partners have you had sex with?
9. How many times have you had vaginal intercourse without a latex or polyurethane condom?
Note: Include times when you have used a lambskin or membrane condom.
10. How many times have you had vaginal intercourse without protection against pregnancy?
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11. How many times have you given or received fellatio (oral sex on a man) without a condom?
12. How many times have you given or received cunnilingus (oral sex on a woman) without a
dental dam or adequate protection?
13. How many times have you had anal sex without a condom?
14. How many times have you or your partner engaged in anal penetration by a hand (‘‘fisting’’)
or other object without a latex glove or condom followed by unprotected anal sex?
15. How many times have you given or received analingus (oral stimulation of the anal region,
(‘‘rimming’’) without a dental dam or adequate protection?
16. How many people have you had sex with that you know but are not involved in any sort of
relationship with (i.e., ‘‘friends with benefits’’, ‘‘fuck buddies’’)?
17. How many times have you had sex with someone you don’t know well or just met?
18. How many times have you or your partner used alcohol or drugs before or during sex?
19. How many times have you had sex with a new partner before discussing sexual history, IV
drug use, disease status and other current sexual partners?
20. How many times (that you know of) have you had sex with someone who has had many
sexual partners?
21. How many partners (that you know of) have you had sex with who had been sexually active
before you were with them but had not been tested for STIs/HIV?
22. How many partners have you had sex with that you didn’t trust?
23. How many times (that you know of) have you had sex with someone who was also engaging
in sex with others during the same time period?
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Appendix J
Social Desirability Scale
By Douglas P Crowne and David Marlowe
Listed below are a number of statements concerning personal attitudes and traits. Read each item
and decide whether the statement is true or false as it pertains to your personally. It’s best to go
with your first judgment and not spend too long mulling over any one question. After you have
marked all your answers press the "Check" button and the test will give you your score and what
it means.

1. I never hesitate to go out of my way to help someone in trouble.
a. True b. False
2. I have never intensely disliked anyone.
a. True b. False
3. I sometimes feel resentful when I don’t get my way.
a. True b. False
4. There have been times when I felt like rebelling against people in authority even though I
knew they were right.
a. True b. False
5. I can remember “playing sick” to get out of something.
a. True b. False
6. When I don’t know something I don’t mind at all admitting it.
a. True b. False
7. I am always courteous, even to people who are disagreeable.
a. True b. False
8. I would never think of letting someone else be punished for my wrong-doings.
a. True b. False
9. There have been times when I was quite jealous of the good fortune of others.
a. True b. False
10. I am sometimes irritated by people who ask favors of me.
a. True b. False

119

Appendix K
Timeline Followback Questionnaire for Condom Use
To help us assess your sexual activity (vaginal and anal sex) and condom use, we need to get an
idea of what your sexual activity condom use was like in the past 30 days. To do this, we would
like you to respond to each question regarding your sexual activity for every day in the past 30
days. You will be asked if you had sex. By sex we mean vaginal or anal sex. You will also be
asked if you had sex with a casual partner (someone with whom you know well and you are/were
involved in a committed relationship or steady dating relationship) or a relationship partner
(partner with whom you did not know well and did not intend to have a committed romantic
relationship). You will also be asked if you engaged in alcohol (i.e. beer, wine, liquor) or drug
use (i.e. prescription drug use, marijuana, cocaine, etc.) before or during each episode of sexual
intercourse.
COMPLETING THE TIMELINE FOLLOWBACK
• A blank calendar is will be shown. Use this calendar to help your recall your sexual activity
during the last 30 days.
• The time period we are talking is from _______________ to ____________________.
• In estimating your sexual activity, be as accurate as possible.
• The idea is to put a response in for each day in the past 30 days.
•On days when you did have sex (vaginal or anal sex), you should respond “yes”
•On days when you did not have sex (vaginal or anal sex), you should respond ”no”.
•You will be asked if you intended to use a condom.

If you intended to use a condom you should respond “yes”.

If you did not intend to use a condom you should respond “no”.

If you did not have sex you should respond “I did not have sex on this day”
•You will be asked if your partner intended to use a condom.

If you think that your partner intended to use a condom you should respond “yes”.

If you think that your partner did not intend to use a condom you should respond
“no”.

If you did not have sex you should respond “I did not have sex on this day”
•You will be asked if you or your partner used a condom.

If you or your partner used a condom you should respond “yes"

If you or your partner did not use a condom you should respond “no”.

If you did not have sex you should respond “I did not have sex on this day”
•You will be asked if your partner was a casual sex partner or relationship sex partner.

If you had sex with a casual partner you should select the option for “casual partner”

If you has sex with a relationship partner you should select the option for
“relationship partner”

If you did not have sex you should select the option for “I did not have sex on this
day”
•You will be asked if you drank alcohol or used drugs before or during sex.
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If you drank alcohol you should select the option for “I drank alcohol before/during
sex”

If you used any kind of drug you should select the option for “I used drugs
before/during sex”

If you used both alcohol and drugs you should select the option for “I used both
before/during sex”
•You will be asked if you used any strategy to persuade your partner to use a condom .

Please select all the strategies that you used to persuade your partner to use a condom.

If you did not use of any strategy to persuade your partner to use a condom please
select the option for “I did not use any of these strategies to persuade my partner to
use a condom"

If you did not have sex you should select the option for “I did not have sex on this
day”


It’s important that you respond for every day, even if you didn’t have sex.
• YOUR BEST ESTIMATE
• We realize it isn’t easy to recall things with 100% accuracy.
• If you are not sure whether you had sex on a Thursday or a Friday, give it your best guess! The
goal is to get a sense of how frequently you had sex, if you used a condom, and your patterns of
sexual activity.
• HELPFUL HINTS
• If you have an appointment book you can use it to help you recall your sexual activity.
• Recalling holidays such as Labor Day and Halloween can help you better remember your
sexual activity
• Also, think about your sexual activity on personal holidays & events such as birthdays,
vacations, or parties.
• If you have patterns of sexual activity you can use these to help you recall when you had sex.
For example,
you may have a daily or weekend/weekday pattern, or have sex more often on trips, or you may
have sex on Wednesdays after class.
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Appendix L
Intentions
1. Over the next month, do you intend to have sex with a casual partner?
Definitely
1
2
3
4
5
6
7
Definitely Not
2. Over the next month, do you expect to have sex with a casual partner?
Definitely
1
2
3
4
5
6
7
Definitely Not
3. How likely is it that you will have sex with a casual partner in the next month?
Very Likely 1
2
3
4
5
6
7
Very Unlikely
4. Over the next month, do you intend to have sex with a relationship partner?
Definitely
1
2
3
4
5
6
7
Definitely Not
5. Over the next month, do you expect to have sex with a relationship partner?
Definitely
1
2
3
4
5
6
7
Definitely Not
6. How likely is it that you will have sex with a relationship partner in the next month?
Very Likely 1
2
3
4
5
6
7
Very Unlikely
7. If you have vaginal and/or anal sex with a casual partner over the next month, do
you intend to use a condom?
Never
1
2
3
4
5
6
7
Always
8. If you have vaginal and/or anal sex with a casual partner over the next month, do
you expect to use a condom?
Never
1
2
3
4
5
6
7
Always
9. How likely is it that you will a condom if you have vaginal and/or anal sex with a
casual partner in the next month?
Very Likely 1
2
3
4
5
6
7
Very Unlikely
10. If you have vaginal and/or anal sex with a relationship partner over the next month, do
you intend to use a condom?
Never
1
2
3
4
5
6
7
Always
11. If you have vaginal and/or anal sex with a relationship partner over the next month, do
you expect to use a condom?
Never
1
2
3
4
5
6
7
Always
12. How likely is it that you will a condom if you have vaginal and/or anal sex with a
relationship partner in the next month?
Very Likely 1
2
3
4
5
6
7
Very Unlikely
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13. If you have vaginal and/or anal sex with a casual partner over the next month, will they
intend to use a condom?
Never
1
2
3
4
5
6
7
Always
14. If you have vaginal and/or anal sex with a casual partner over the next month, will they
expect to use a condom?
Never
1
2
3
4
5
6
7
Always
15. How likely is it that your casual partner will use or ask you to use a condom if you have
vaginal and/or anal sex with them in the next month?
Very Likely 1
2
3
4
5
6
7
Very Unlikely

16. If you have vaginal and/or anal sex with a relationship partner over the next month, will they
intend to use a condom?
Never
1
2
3
4
5
6
7
Always
17. If you have vaginal and/or anal sex with a relationship partner over the next month, will they
expect to use a condom?
Never
1
2
3
4
5
6
7
Always
18. How likely is it that your relationship partner will use or ask you to use a condom if you have
vaginal and/or anal sex with them in the next month?
Very Likely 1
2
3
4
5
6
7
Very Unlikely
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Appendix M
Condom Influence Strategies Questionnaire
Now, we would like for you to think about your most recent casual sexual partner. Please rate
how often. on average, you use each of these strategies to persuade your most recent casual
partner to use a condom during vaginal or anal sex. If you are in a committed relationship or do
not have a casual sexual partner, please think back to the last casual sexual partner that you had
and answer the questions based on the strategies that you used with this person.
1.
Tell my partner that I will not have sex with him/her if we do not use condoms.
Never 1
2
3
4
5 Always
2.
Make it clear that I will not have sex if condoms are not used.
Never 1
2
3
4
5 Always
3.
Let my partner know that no condoms means no sex.
Never 1
2
3
4
5 Always
4.
Refuse to have sex with my partner unless condoms are used.
Never 1
2
3
4
5 Always
5.
Ask that we use condoms during sex.
Never 1
2
3
4
5 Always
6.
Make a direct request to use condoms.
Never 1
2
3
4
5 Always
7.
Be clear that I’d like us to use condoms.
Never 1
2
3
4
5 Always
8.
Say that since we’re going to have sex, I’d like to use condoms.
Never 1
2
3
4
5 Always
9.
Take out a condom to use without saying a word.
Never 1
2
3
4
5 Always
10.
Start “fooling around” and then pull out a condom when it was time.
Never 1
2
3
4
5 Always
11.
In the heat of the moment, I take a condom out to use.
Never 1
2
3
4
5 Always
12.
Get my partner very sexually excited and then take out a condom.
Never 1
2
3
4
5 Always
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13.
Tell my partner that since we love and trust one another, that we should use condoms.
Never 1
2
3
4
5 Always

14.
Let my partner know that using a condom would show respect for my feelings.
Never 1
2
3
4
5 Always
15.
Tell my partner that it would really mean a lot to our relationship if he/she would use a
condom.
Never 1
2
3
4
5 Always
16.
Tell my partner that using a condom would really show how he/she cares for me.
Never 1
2
3
4
5 Always
17.
Tell my partner that if we don’t use condoms, then one of us could end up with a sexually
transmitted disease (STD).
Never 1
2
3
4
5 Always
18.
Let my partner know that there are so many STDs out there that we should use condoms.
Never 1
2
3
4
5 Always
19.
Tell my partner that using a condom will protect us from STDs.
Never 1
2
3
4
5 Always
20.
Tell my partner that we need to use condoms to protect ourselves from AIDS.
Never 1
2
3
4
5 Always
21.
Make up a reason why I want him/her to use a condom.
Never 1
2
3
4
5 Always
22.
Tell my partner I only have with condoms even though sometimes I don’t.
Never 1
2
3
4
5 Always
23.
Make my partner think I always use condoms when I have sex, even though sometimes I
don’t.
Never 1
2
3
4
5 Always
24.
Pretend that I’m really concerned about pregnancy when my real concern is STDs.
Never 1
2
3
4
5 Always
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Now, we would like for you to think about your most recent relationship sexual partner. Please
rate how often, on average, you use each of these strategies to persuade your partner to use a
condom during vaginal or anal sex. If you are not in a committed relationship or do not have a
relationship sexual partner, please think back to the last relationship sexual partner that you had
and answer the questions based on the strategies that you used with this person.
1.
Tell my partner that I will not have sex with him/her if we do not use condoms.
Never 1
2
3
4
5 Always
2.
Make it clear that I will not have sex if condoms are not used.
Never 1
2
3
4
5 Always
3.
Let my partner know that no condoms means no sex.
Never 1
2
3
4
5 Always
4.
Refuse to have sex with my partner unless condoms are used.
Never 1
2
3
4
5 Always
5.
Ask that we use condoms during sex.
Never 1
2
3
4
5 Always
6.
Make a direct request to use condoms.
Never 1
2
3
4
5 Always
7.
Be clear that I’d like us to use condoms.
Never 1
2
3
4
5 Always
8.
Say that since we’re going to have sex, I’d like to use condoms.
Never 1
2
3
4
5 Always
9.
Take out a condom to use without saying a word.
Never 1
2
3
4
5 Always
10.
Start “fooling around” and then pull out a condom when it was time.
Never 1
2
3
4
5 Always
11.
In the heat of the moment, I take a condom out to use.
Never 1
2
3
4
5 Always
12.
Get my partner very sexually excited and then take out a condom.
Never 1
2
3
4
5 Always
13.
Tell my partner that since we love and trust one another, that we should use condoms.
Never 1
2
3
4
5 Always
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14.
Let my partner know that using a condom would show respect for my feelings.
Never 1
2
3
4
5 Always
15.
Tell my partner that it would really mean a lot to our relationship if he/she would use a
condom.
Never 1
2
3
4
5 Always
16.
Tell my partner that using a condom would really show how he/she cares for me.
Never 1
2
3
4
5 Always
17.
Tell my partner that if we don’t use condoms, then one of us could end up with a sexually
transmitted disease (STD).
Never 1
2
3
4
5 Always
18.
Let my partner know that there are so many STDs out there that we should use condoms.
Never 1
2
3
4
5 Always
19.
Tell my partner that using a condom will protect us from STDs.
Never 1
2
3
4
5 Always
20.
Tell my partner that we need to use condoms to protect ourselves from AIDS.
Never 1
2
3
4
5 Always
21.
Make up a reason why I want him/her to use a condom.
Never 1
2
3
4
5 Always
22.
Tell my partner I only have with condoms even though sometimes I don’t.
Never 1
2
3
4
5 Always
23.
Make my partner think I always use condoms when I have sex, even though sometimes I
don’t.
Never 1
2
3
4
5 Always
24.
Pretend that I’m really concerned about pregnancy when my real concern is STDs.
Never 1
2
3
4
5 Always
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Appendix N
Sexual Sensation Seeking Questionnaire

1.
I like wild "uninhibited" sexual encounters.
Not at all like me
1
2
3
4

Very much like me

2.
The physical sensations are the most important thing about having sex.
Not at all like me
1
2
3
4
Very much like me
3.
I enjoy the sensation of intercourse without a condom.
Not at all like me
1
2
3
4
Very much like me
4.
My sexual partners probably think I am a "risk taker."
Not at all like me
1
2
3
4
Very much like me
5.
When it comes to sex, physical attraction is more important to me than how well I know
the person.
Not at all like me
1
2
3
4
Very much like me
6.
I enjoy the company of "sensual" people.
Not at all like me
1
2
3

4

Very much like me

7.
I enjoy watching "X-rated" videos.
Not at all like me
1
2

4

Very much like me

3

8.
I have said things that were not exactly true to get a person to have sex with me.
Not at all like me
1
2
3
4
Very much like me
9.
I am interested in trying out new sexual experiences.
Not at all like me
1
2
3
4
Very much like me
10.
I feel like exploring my sexuality.
Not at all like me
1
2

3

4

Very much like me

11.
I like to have new and exciting sexual experiences and sensations.
Not at all like me
1
2
3
4
Very much like me
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Appendix O
LIFE EVENTS CHECKLIST (LEC)
Listed below are a number of difficult or stressful things that sometimes happen to people. For each event check one or more of the
boxes to the right to indicate that: (a) it happened to you personally, (b) you witnessed it happen to someone else, (c) you learned
about it happening to someone close to you, (d) you’re not sure if it fits, or (e) it doesn’t apply to you.
Be sure to consider your entire life (growing up as well as adulthood) as you go through the list of events.
Event

Happened
to me

Witnessed it

1. Natural disaster
(for example, flood,
hurricane, tornado,
earthquake)
2. Fire or explosion
3. Transportation accident
(for example, car
accident, boat accident,
train wreck, plane
crash)
4. Serious accident at work,
home, or during
recreational activity
5. Exposure to toxic
substance (for example,
dangerous chemicals, radiation)
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Learned about it

Not Sure

Doesn’t
apply

Event

Happened
to me

Witnessed it

6. Physical assault(for example being
attacked, hit, slapped, kicked, beaten up)
7. Assault with a weapon (for example, being
shot, stabbed, threatened with a knife, gun,
bomb)
8. Sexual assault (rape, attempted rape, made
to perform any type of sexual act through
force or threat of harm)
9. Other unwanted or uncomfortable sexual experience
10. Combat or exposure
to a war-zone (in the
military or as a civilian)
11. Captivity (for example,
being kidnapped,
abducted, held hostage,
prisoner of war)
12. Life-threatening illness or injury
13. Severe human suffering
14. Sudden, violent death (for example,
homicide, suicide)
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Learned about it

Not Sure

Doesn’t
apply

15. Sudden, unexpected death of someone
close to you
16. Serious injury, harm, or death you caused
to someone else
17. Any other very stressful event or
experience
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Appendix P
PTSD Checklist – Civilian Version (PCL-C)
Instructions: Below is a list of problems and complaints that people sometimes have in response to stressful life experiences. Please
read each one carefully, put an “X” in the box to indicate how much you have been bothered by that problem in the past month.
Not at all A little bit Moderately
(1)

(2)

1. Repeated, disturbing memories, thoughts, or
images of a stressful experience from the past?
2. Repeated, disturbing dreams of a stressful
experience from the past?
3. Suddenly acting or feeling as if a stressful
experience were happening again (as if you were
reliving it)?
4. Feeling very upset when something reminded you
of a stressful experience from the past?
5. Having physical reactions (e.g., heart pounding,
trouble breathing, or sweating) when something
reminded you of a stressful experience from the
past?
6. Avoid thinking about or talking about a stressful
experience from the past or avoid having feelings
related to it?
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(3)

(4)

Quite a bit
(5)

Extremely

7. Avoid activities or situations because they remind
you of a stressful experience from the past?
8. Trouble remembering important parts of a
stressful experience from the past?
9. Loss of interest in things that you used to enjoy?
10. Feeling distant or cut off from other people?
11. Feeling emotionally numb or being unable to have
loving feelings for those close to you?
12. Feeling as if your future will somehow be cut
short?
13. Trouble falling or staying asleep?
14. Feeling irritable or having angry outbursts?
15. Having difficulty concentrating?
16. Being “super alert” or watchful on guard?
17. Feeling jumpy or easily startled?
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Appendix Q
HITS
In your lifetime has a romantic partner ever done any of the following? (Choose all that apply)Physically hurt you?
0= No 1= Yes
In your lifetime has a romantic partner ever done any of the following? (Choose all that apply)Insulted you or talked down to you?
0= No 1= Yes
In your lifetime has a romantic partner ever done any of the following? (Choose all that apply)Threatened you with harm?
0= No 1= Yes
In your lifetime has a romantic partner ever done any of the following? (Choose all that apply)Screamed or cursed at you?
0= No 1= Yes
In your lifetime has a romantic partner ever done any of the following? (Choose all that apply)-I
have never experienced any of these things.
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